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term ‘‘diffuse collagen diseases’’, repre- 

sents concept that has developed progres- 
sively over the last years more, and, 
recent years, has evoked increasing interest 
among clinicians and pathologists alike. 
other fields human thought and endeavour, 
new ideas medicine seldom are born 
single brilliant flash inspiration. “On the 
contrary, they are the ultimate product long 
and painful labour. New observations are slowly 
accumulated, often rather haphazard way, 
and are duly recorded, but observer 
enquiring turn mind can contemplate new 
observation without attempting fit somehow 
into the scheme things conceives the 
scheme be. The first interpretations new 
observations are, therefore, apt terms 
currently well established theories. But 
further observations, prompted the first, may 
become more and more fit into the 
patterns. 

such situation further progress actually 
that does not apply. Indeed, there escape 
from the impasse save the development 
new concepts, which, when the time ripe, begin 
make their appearance. That the ripeness 
the fact that new ideas similar character 
are often put forward more less simultane- 
ously several independent investigators. 
These new ideas regularly take the form 
re-orientation the available data which are 
moulded into new pattern rational thought, 
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new theory. The new hypothesis may 
stated first rather halting fashion and 
applied only limited field but serves 
stimulate further investigation undertaken with 
view testing the validity the theory. 
the basis further observations the original 
theory modified, extended and elab- 
orated the various investigators interested 
that field science, until comes correspond 
with the then established facts and generally 
accepted. This the invariable sequence 
events the development new theories and 
sequence that may lead one several 
pcints important discoveries. The term 
collagen disease’’ has been use for 
not more than years but the origins the 
theory that inherent the term can traced 
back much farther. 

are Morgagni for the crystal- 
lization one concept that has dominated medi- 
cine ever since his day, the concept that each 
disease has its primary principal seat one 
other the organs the body. The logical 
outgrowth Morgagni’s organ pathology was 
the signs and symptoms 
with the pathological lesions disclosed the 
organs autopsy and careful studies this 
kind were responsible for nearly all the great 
advances medicine the middle the 
nineteenth century when Virchow’s cellular 
pathology took the field. But the cellular path- 
ology Virchow, far from supplanting Mor- 
gagni’s organ pathology, was merely engrafted 
upon added refinement and the organ 
concept still held sway. Nevertheless, the intro- 
duction methods into the study 
pathology did much promote the recog- 
nition interdependence between certain 
groups organs such those the endocrine 
system and was solely responsible for the recog- 
nition unity function among similar 
kinds cells widely dispersed various parts 
the body such those the hematopoietic 
system and the reticulo-endothelial system. The 
recognition these various organ and tissue 
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systems was naturally followed the concept 
system diseases, which is, fact, merely 
extension Morgagni’s thesis. 


Great was the influence these philosophi- 


ideas, came well recognized that they 


could not applied all diseases. Some forms 
poisoning and certain acute generalized in- 
fections were known cause death without the 
production any morphological 
alterations any the organs tissues. The 
morphological findings were equally unsatis- 
some the disorders such 
diabetes mellitus. Moreover, there were cer- 
tain diseases which the characteristic patho- 
logical lesions were distributed different 
organs that, appeared not related either 
structure function, diseases which there 
was very obvious connecting link between the 
various lesions. Acute fever was one 
such disease which the most obviously affected 
organs, the skin, the joints and the heart seemed 
have nothing common. Great credit 
due for bringing about, the early 
1930’s, re-orientation our views 
regarding the nature this disease the 
demonstration that the pathologi- 
eal changes have their basis primary altera- 
tions the fibrous connective tissues the 
affected organs; and not only the connective 
tissues the skin, joints and heart, but 
various other parts the body well. 
essentially disease fibrous connective tissue. 
Klinge and were also the first 
emphasize the similarities between some the 
nodosa and lesions which they induced experi- 
mentally animals the administration 
foreign proteins and attributed tissue hyper- 
sensitivity 

The concept diffuse disease fibrous con- 
nective tissues soon found application the 
interpretation other diseases which the 
same philosophical dilemma rheumatic 
fever had formerly existed. Re-examination 


the apparently heterogeneous 


changes disseminated lupus erythematosus 
Klemperer, Pollack and 1941 revealed 
that they too were the result fundamental 
alterations the collagenous connective tissues. 
The extensive changes diffuse scleroderma 
postulating generalized primary disturbance 
the connective tissues the skin and else- 


where. both these diseases well 
fever, the peculiar 
lesions small arteries resembling those peri- 
arteritis nodosa suggested that the latter dis- 
ease was somehow related. Other diseases such 
dermatomyositis, rheumatoid arthritis, serum 
sickness and Buerger’s disease have been added 
the list years and doubt others 


well brought into this group. 


Having brilliantly introduced this new con- 
ception the existence group diseases 
primarily involving fibrous tissue, 
Klemperer, Pollack and Baehr® have integrated 
with the older concept system disease. 
They seriously maintain that the biological 
sense the connective tissues the body con- 
stitute system, comprising, their definition 
system requires, ‘‘an assemblage organic 
structures composed similar elements and 
for the same general functions’’.® 
They attribute the connective tissues impor- 
tant addition that merely 
providing support. substantiate this conten- 
tion they point out that the connective tissues 
interposed they are between the parenchymal 
cells and the blood and lymph channels the 
body ‘‘not only serve the site transfer 
metabolites but most actively serve the body 
economy other ways; for example, the 
regulation salt and water This 
indeed extraordinary statement and con- 
stitutes their whole argument for the establish- 
ment connective tissue 


opinion this whole thesis funda- 
mentally error. All the alleged functions 
the fibrous connective tissues, including that 
providing support, are purely passive. There 
fibrous connective tissues make any active 
the general body economy, 
much less that they are specifically responsible 
for the regulation salt and water balance. 
Even their generally accepted pro- 
viding support they have purely local functions 
peculiar the needs the local situation, 
which may for great tensile strength 
the tendons and ligaments for 
ing effect exemplified the intervertebral 
dises for yielding elasticity the aorta. 
some instances the fibrous connective tissues 
serve rather separate than connect ad- 
jacent structures. This surely true the 
subserous connective tissue the pleura, peri- 
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cardium peritoneum, and equally obvious 
the case the fibrous capsules the 
kidneys, lymph nodes and other encapsulated 
organs. Moreover, each these, and 


many other situations, the connective tissue 


belongs definition the organ system 
which located. The connective tissue com- 
posing joint ligaments part the skeletal 
system, that the skin part and parcel 
that organ. The connective tissue composing 
the valves the heart serves highly special- 
ized function but only relation the fune- 
tioning the heart. Moreover, seems clear 
that the valvular connective tissue and indeed 
all the connective tissue the cardiac 
and elsewhere the heart part 
the organized structure which makes the heart 
organ capable performing its proper 
function. From the functional standpoint, the 
connective tissues the heart have absolutely 
nothing common with, say, the tendo Achilles. 
The fibrous connective tissues the body, 
therefore, are not properly regarded 
system the biological sense the word. 

Accordingly, propose consider the group 
diseases under discussion neither organ 
diseases nor system diseases, but tissue 
diseases. This, again, merely extension 
Morgagni’s docrine organ pathology least 
the sense that anatomical seat disease 
tissue disease there complete departure 
from the idea disease functional entities. 
Connective tissue dispersed through all 
the organs and systems the body and any 
these may affected. Indeed, other kind 
tissue universally distributed through 


every part the body excepting only 


endothelium and smooth muscle. Who say 
that diseases primarily affecting these latter 
tissues may not yet 


The virtually universal distribution fibrous 
connective tissue and the fact that may 
involved wherever any organ ac- 
counts satisfactorily for the great diversity 
the clinical manifestations the group dis- 
eases under discussion. Involvement the 
skin and subcutaneous tissues, the muscles 
and joints, the pericardial and pleural mem- 
branes, the heart and arteries, lungs and 
paradoxical phenomenon. The established 
eal relation Sydenham’s chorea rheumatie 


fever, for example, becomes comprehensible 
virtue this conception diffuse dis- 
seminated disease widely distributed tissue. 
Accordingly, the theory tissue disease, this 
connective tissue disease, one im- 
mediate value and one which will, doubt, 
spur further investigation, not only the 
diseases already definitely tentatively in- 
the group, but other diseases 
obseure etiology and bizarre character that may 
properly belong the group connective 
tissue diseases. 

The precise composition and structure 
fibrous connective tissue differs 
parts the body according the particular 
requirements the local situation. However, 
characterized everywhere the presence 
fibrous tissue cells fibroblasts, 
the presence intercellular fibres, and 
the presence amorphous ground substance 
cement which lies between them. 

The fibrous connective tissue cells vary 
form and number but most 
situations they are rather sparsely distributed 
among the intercellular fibres that are laid 
down between them. These intercellular fibres 
are several kinds but general the most 
abundant are collagen fibres which are straight 
undulating bands smoothly stain- 
ing, lightly material. Each band 
made large number much finer 
fibrils which are thought held together 
cement substance. fibres 
numerous and bulky but are very widely dis- 
tributed. They are long thin fibres 
that and anastomose with one another. 
They are composed structureless, faintly 
highly refractile material which 
has staining reactions. This permits 
differentiation these from other kinds 
fibres. certain situations there are formed 
definite layers thick elastic fibres arranged 
parallel strands, for example the vocal 
and the walls distensible hollow 
organs. the walls the aorta and other 
arteries the elastic tissue forms definite elastic 
membranes. There remain only the reticular 
fibres which are not widely distributed and 
are much more difficult see than the collagen 
fibres. They are most abundant 
the epithelial parenchymatous organs and 
the lymph nodes and bone marrow, where they 
form network very delicate interlacing 


5 
4 
4 
| 


é 


320 COLLAGEN DISEASES 


fibres that intimately support the parenchy- 
matous elements. These fibres are argyrophilic 
and are clearly demonstrated tissues stained 
silver impregnation. 

The intercellular and interfibrillar ground 
substance homogeneous material viscid 
consistency which adult tissues present 
relatively small quantities largely concentrated 
around the connective tissue fibres. more 
abundant than elsewhere around and between 
the elastic membranes arteries. The base- 
ment membranes glandular structures and 
epithelial linings like those the bronchi 
renal tubules and glomeruli are composed 
layer ground which ap- 
pears thin hyaline mem- 
brane. While the ground substance normal 
tissues very inconspicuous, displays strik- 
ing alterations some the diseases the 
under discussion. 

Among all these components the fibrous 
connective tissues only the fibroblasts are living 
structures. The fibres and the 
ground substance are quite inert. They are 
formed under the influence the fibro- 
blasts but they are themselves any 
active response and can only acted upon 
alterations their immediate environment. 


considering the changes the connective 
tissues that characterize the so-called collagen 
diseases, quite impossible divorce the 
various components connective tissue one 
from another. The important changes are not 
any means confined collagen elastic 
fibres and ground and fibroblasts are 
affected well. Indeed, some instances 
elastic layers reticular fibres basement 
membranes may rather selectively attacked. 
far the term ‘‘diffuse collagen disease’’ 
implies alterations the collagen fibres alone, 
tionable whether ‘‘diffuse’’ the appropriate 
word the widespread distribution 
lesions that actually tend rather localized 
within various separate areas predilection. 
The term ‘‘diffuse collagen disease” seems 
have come into current use not much because 
its strict propriety accuracy but 
matter convenience and brevity. However, 
convenience and brevity are compelling virtues 
and seems probable that the name, some 
variant it, will persist, but only for lack 
better one. 
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The most characteristic histological change 
observed this group diseases what 
spoken fibrinoid degeneration collagen, 
better, fibrinoid necrosis fibrous connec- 
tive tissue, for all elements the tissue are 
involved. This distinctive tissue change found 
areas within connective tissues 
that frequently show evidences more exten- 
sive but less severe damage. difficult 
with precision the exact order events 
leading fibrinoid necrosis, but appears that 
the first alteration takes the ground 
substance which quantity that 
becomes readily visible. the same time 
fibres the area become swollen and 
loosened their structure. Their individual 
fibrils are separated quantities 
ground which appears longer 
bind them into definite bundles. The fibres 
become granular appearance may actually 
break into minute fragments. The degenerat- 
ing fibres and the débris derived from their 
disintegration may inundated ground 
substance that all detail lost and there remains 
only swollen smudgy patch the midst 
connective tissue which elsewhere retains recog- 
nizable the normal structure. 
Whatever fibroblasts inflammatory cells are 
contained the area are destroyed and merged 
with the rest the débris. Elastic 
fibres become split and fragmented and may 
disappear completely. Almost from the begin- 
ning the process the augmented ground sub- 
and the degenerating collagen fibres 
become strongly eosinophilic and take the 
staining reactions fibrin. questionable 
whether fibrin such really present all 
but the deep staining with eosin and the positive 
reactions with stains for fibrin justify the term 

Around the areas fibrinoid degeneration 
there are found the neighbouring connective 
tissue, and swelling the ground sub- 
stance and degree proliferative activity 
the fibroblasts that varies considerably the 
different diseases included’ the group. 
important, however, point out that great pro- 
liferative activity may occur the absence 
fibrinoid necrosis the immediate vicinity. 
fever and periarteritis nodosa 
may very marked indeed whether definite 
areas fibrinoid necrosis are present not. 
The areas fibrinoid necrosis, when present, are 
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eventually invaded and replaced the pro- 
liferating fibroblasts and this way they are 
reorganized, might expected, new col- 
lagen fibres are laid down due course through- 
out the areas proliferation and 
dense collagenous connective tissue finally 
formed proportional quantity the degree 
proliferative activity that prevailed the 
earlier stages. This new fibrous connective tis- 
sue itself subject the recurrence extension 


Thus the pathological process, insofar 
affects the connective tissue itself, exhibits two 
principal aspects, destructive the one hand 
and proliferative and productive the other. 
There is, however, compelling reason as- 
sume that either kind change dependent 
the other. They are all probability merely 
different expressions deleterious effects pro- 
duced the connective tissues the local and 
immediate activity injurious agents the 


fibrinoid necrosis. same similar character. the different dis- 


& 
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Fig. 1—Acute rheumatic fever. Mitral valve leaflet showing infiltration 
inflammatory cells and proliferation fibroblasts. The dark smudgy area just beneath 
the represents patch fibrinoid necrosis which breaking through the 
endocardial surface. Fig. rheumatic fever. Wall left auricle showing marked 
thickening subendocardial layer fibroblastic proliferation. The original position 
the endocardium indicated the irregular dark line fibrinoid necrosis which follows 
the elastic layers that normally lie just beneath the endocardium. Inflammatory cells 
including many that resemble the large cells Aschoff bodies are concentrated along either 
side the zone fibrinoid necrosis. Fig. 3—Acute fever. body 
lying fibrous septum the myocardium. The collagenous connective tissue has under- 
gone fibrinoid necrosis and marked fragmentation. Large cells’’ and other 
smaller inflammatory cells are accumulated relation the fragmented collagen. 
Fig. 4.—Acute fever. The margin subcutaneous nodule. large area 
fibrinoid necrosis the left separated from intact connective tissue the right 
characteristic granulomatous inflammatory reaction. 
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eases primarily affecting the fibrous connective 
tissues there are considerable differences the 
degree which each these components 
the pathological process manifests itself. There 
are also striking differences the third com- 
ponent, namely, the character and degree the 
inflammatory reaction the primary connective 
tissue injury. These differences, together with 
differences the anatomical distribution the 


Fig. 5.—Periarteritis nodosa. 


lesions, permit the recognition distinct dis- 
ease entities pathological well clini- 
grounds. The same theme runs through all 
them, but the variations the theme are 
for each disease. This can illus- 
trated brief reference four the diffuse 
collagen diseases, 


acute rheumatic fever (Figs. 
fibrinoid necrosis generally overshadowed 


small hepatic artery. The media flooded with dark 


smudgy fibrinoid material but the nuclei smooth muscle cells still persist swollen 


pale ovals. 


inflammatory cells and proliferating fibroblasts are conspicuous. 
small artery the healing phase. 
dense connective tissue with sparse sprinkling inflammatory cells. 
(above) the media has been largely destroyed and replaced fibrous tissue. 


nodosa. 


The adventitia represented very broad edematous zone which 


Fig. 6.—Periarteritis 
The whole vessel imbedded mantle 
one segment 


proliferation the subendothelial layer the intima has produced eccentric plaque 


that reduces the lumen, half its former size. 


Fig. nodosa. healed 


lesion small artery the kidney. Tremendous fibroblastic proliferation the intima 


has produced concentric thickening that almost closes the lumen. 
Fig. 8.—Disseminated lupus erythematosus. 


the media. 


Note several breaks 
Lesion small artery 


the wall the urinary bladder, showing intense fibrinoid necrosis the 


ference the media. 


There infiltration inflammatory cells narrow zone 


around the vessel but little evidence proliferative activity. 
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the proliferative and inflammatory responses. 
Fibrinoid necrosis does, course, oceur focal 
areas the dispersed connective tissues the 
heart (Fig. and the cardiac valves (Fig. 
1), and much larger areas the rheumatic 
subeutaneous nodules (Fig. 4). both 
these and other situations the areas fibrin- 
oid necrosis form the centre peculiar and 
characteristic granulomatous reaction which 
recognize the myocardium the typical 
Aschoff nodule (Fig. 3). However, the heart 
especially, proliferation and collagen 
production the subendocardial connective 
tissue (Fig. and the valves (Fig. are 
the outstanding morphological effects and this 
accompanied diffuse exudative inflammatory 
reaction. Similar proliferative and inflammatory 
reactions characterize the lesions the joints. 

periarteritis nodosa (Figs. the 
lesions are limited the muscular arteries 
small and medium size which are affected 
segmental fashion. The adventitia always 
strikingly involved proliferative reaction 
(Figs. and accompanied and 
infiltration inflammatory cells among which 
eosinophiles are often conspicuous. Fibrinoid 
necrosis seldom the adventitia but 
characteristically found the much augmented 
ground substance the media intima, 
both. examination the early lesions 
possible see that fibrinoid necrosis the 
ground and intercellular fibres 
the media precedes the destruction smooth 
muscle (Fig. 5). the intima great in- 
ground substance and the infiltration 
numerous inflammatory cells with without 
fibrinoid necrosis are followed fibroblastic 
proliferation (Fig. 6). Through all this, the 
lining endothelium, though obviously damaged, 
frequently remains intact and thrombosis the 
lumen does not necessarily Neverthe- 
less, subtotal obstruction the lumen small 
arteries may brought about solely tre- 
mendous proliferation fibroblasts the 
subendothelial layer the intima (Fig. 7). 

disseminated lupus erythematosus (Figs. 
11), fibrinoid necrosis connective tissue 
dominates the picture while pro- 
liferation and the inflammatory reaction are 
aminimum. The lesions are widely distributed 
but there are sites special predilection, the 
skin, the joints, the connective tissue layers 
the pericardium, pleura and peritoneum, the 


connective tissue the heart, 
the renal glomeruli and the small arteries 
muscular type various parts the body. 
the endocardium (Fig. and serous mem- 
branes (Fig. 10) the fibrinoid necrosis tends 
erupt through the covering layer surface 
cells produce the heart the atypical ver- 
rucose endocarditis Libman and Sacks and 
the other locations the symptoms and signs 
pericarditis, pleurisy peritoneal involve- 
ment. The arterial lesions differ somewhat 
from those periarteritis nodosa that pro- 
liferative and inflammatory reactions the 
adventitia and intima are minimal. The fibrin- 
oid necrosis the media the outstanding 
alteration (Figs. and 11). 


Diffuse scleroderma (Figs. and 13) the 
antithesis the three foregoing diseases 
that the most constant lesions are essentially 
proliferative with the production varying 
quantities dense collagenous connective 
tissue. some fibrinoid necrosis 
however, the superficial layers the dermis 
and the dermal papille the earlier stages 
development the lesions the skin. 
also seen the walls the arteries 
the subserous connective tissue the pleura 
pericardium when these structures are involved. 
However, the tempo the process whole 
appears slower this condition and most 
the lesions suggest injury lesser in- 
tensity. The outstanding pathological changes, 
whether the skin heart elsewhere, con- 
sist gradual dense collagenous 
connective tissue with little inflammatory 
reaction. 

have attempted this lecture outline 
the broadest terms the changes characteristic 
the diffuse collagen diseases they are 
presently conceived and illustrate these 
changes reference the typical lesions en- 
countered autopsy several the diseases 
this group. All the lesions display 
varying degree and different combinations 
the three aspects the pathological process; 
the degenerative destructive alterations 
represented fibrinoid necrosis, the prolifera- 
tive changes which are ultimately productive 
varying quantities dense collagenous con- 
nective tissue, and thirdly, the inflammatory 
reaction the primary connective tissue injury. 
Differences the degree which each these 
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three components makes itself apparent are 
rather striking, and these differences, together 
with the distribution the lesions, 
permit the recognition the various diseases 
distinet and entities. 


4 


Nevertheless, the fundamental 
the pathological process are broadly the 
same throughout. This the basis which 
the grouping these diseases together under the 
heading diffuse collagen diseases justified. 


Fig. 9.—Disseminated lupus erythematosus. Lesion left ventricular endocardium. 
The surface composed fibrinoid material beneath which slight 
inflammatory cells and few proliferating fibroblasts. Fig. 10.—Disseminated lupus 
erythematosus. Lesion the pleural membrane. large patch fibrinoid necrosis the con- 
nective tissue the pleura has erupted through the surface. Inflammatory and proliferative 
reactions are minimal. Fig. 11.—Disseminated lupus erythematosus. glomerulus 
showing fibrinoid necrosis the afferent arteriole and obstruction many the capillary 
loops dark smudges eosinophilic material derived from swelling and fibrinoid change 
the capillary basement membranes. Fig. 12.—Diffuse scleroderma. Skin showing the 
dense compact dermis with few sparse perivascular collections lymphocytes. .The 
epidermis thin and there complete loss the rete pegs and dermal papille. Fig. 13.— 
Diffuse scleroderma. Showing involvement the heart. The left ventricular endocardium 
separated from the underlying myocardial fibres thick layer dense collagenous 
connective tissue with trace inflammatory reaction. Patches myocardial fibres 
elsewhere were replaced scar-like areas dense connective tissue. 
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However, well bear mind that the 
foundation this concept has been laid 
investigation, the morphologi- 
eal study the lesions disclosed autopsy. 
While there are clearly morphological resem- 
between the lesions ob- 
served the different diseases the group, 
are justified assuming common etiology 
pathogenesis? think not. The well 
recognized clinical differences between the vari- 
ous diseases and the differences 
that have tried emphasize equally with the 
similarities, deny this possibility. Nevertheless, 
seems probable that there are certain factors 
common. What these factors are 
present unknown. Only the final steps patho- 
genesis, the final reactions within the 
tissues themselves need similar. 


years there has been added the 
clinical evidence some new experimental evi- 
dence indicate that periarteritis nodosa 
disease depending upon hyper- 
Similar lesions are sometimes 
oid necrosis which prominent such lesions 
and which also seen the lesions acute 
fever has been held, particularly 
teristic tissue reactions. Accord- 
ingly, they interpreted their experimental and 
morphological observations indicating that 
both fever and periarteritis nodosa, 
and, indeed, thromboangiitis obliterans well, 
were allergic ‘‘hyperergic’’ diseases. The 
same suggestion has been made the same 
grounds the fundamentally allergic nature 
other diseases which fibrinoid necrosis 
such diffuse and dis- 
seminated lupus However, 
one cannot accept such the basis 
view has recently been expressed Baehr and 
who point out that there complete 
lack evidence support the allergic 
hypothesis the case either disseminated 
lupus erythematosus diffuse scleroderma. 
While true that fibrinoid necrosis fre- 
quently observed lesions tissue hyper- 
sensitivity, also seen lesions that have 
known seriously suspected relation 
tissue hypersensitivity, for example, the 
necrotic renal arterioles malignant hyper- 


tension, the connective tissue forming the 
base peptie Fibrinoid necrosis is, 
therefore, not alteration that specifically 
allergic reaction. 

seems reasonable suppose that fibrinoid 
necrosis may caused the action enzymes 
the intereellular ground and 
fibres, but the release the appropriate 
enzymes into the tissues may determined 
variety ways. The reactions occurring 
hypersensitive tissues may one these ways 
but there are probably others well. 
ingly, assume similarity patho- 
genesis among the various collagen diseases 
only the last the sequence pathogenetic 
events that occur within the tissues themselves. 
Morphological resemblances and even the 
certain practically identical lesions 
the different diseases the group cannot 
establish the theory common pathogenesis. 
Further clinical and experimental investigation 
may expected establish some degree 
similarity pathogenesis, but the present 
state our knowledge and until further in- 
formation has accumulated, the grouping to- 
gether the diffuse collagen diseases must 
regarded purely morphological correlation. 


The author indebted Dr. Kipkie for in- 
valuable assistance the preparation the illustrations 
accompanying this the more numerous 
coloured photomicrographs shown the course the 
Lecture. Sincere thanks are also due Mr. Harold 
Coletta who carried out the work. 
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THE PERSON WITH ULCERATIVE 
COLITIS 


Ross, 
Montreal, Que. 


ANY useful have been accumulated 

two decades. Much the information about 
the relationships between particular personality 
features and particular disease entities not 
being used those medical Uleera- 
tive colitis one very serious condition which 
the reactions the patient person are more 
important than generally There 
have been several reports the results 


study patients with this disorder. 


although general physicians and surgeons are 
not yet making much use the information 
thus obtained. Psychiatrists, also, are still re- 
sponsible for unfortunate mistakes when given 
opportunity see such patients consulta- 
tion. The author has had the privilege inter- 
viewing group patients with ulcerative 
colitis part battery medical, surgical, 
psychiatric, bacteriological, biochemical, and 
psychological investigations being carried out 
under the direction the Colitis 
Committee the Royal Victoria Hospital. 
seems worthwhile present certain informa- 
tion derived from our study the light 
previous reports. 

Ten patients were interviewed least two 
separate Five them were also sub- 
jected series psychological testst which 
shed further light their personalities. The 
author’s method interview was that en- 
couraging the patient talk about his health 
and his personal life without probing more 
actively than was agreeable the patient. 
Care was taken this regard because previ- 
ous reports such patients becoming easily 
upset, with harmful consequences, either 
their behaviour, exacerbation symp- 
toms, inquiry were too the 
same time list items was kept mind 
the that the patient was gradu- 
ally steered around giving information 


Resident physician, Verdun Protestant Hospital, 
Montreal. Formerly Registrar, Allan Memorial Institute, 
and Clinical Assistant Psychiatry, Royal Victoria 
Hospital. 

These tests were carried out Miss Joan Coulter 
the Psychology Department the Allan Memorial 
Institute. 


range facts about himself. Dur- 
ing the same months which these patients 
were being interviewed the same set items 
was covered the interview twenty-five 
miscellaneous patients for 
consultation was being requested. This was 
done order provide comparison for 
judging what extent the characteristics 
which have been described being associated 
with colitis seemed actually 
for persons with the disorder rather 
than existing wide variety patients 
studied the same method. The with 
detailed personality study previously 
the literature number about eighty. The con- 
which follow are based review 
all the reports well our own ten patients. 
References not specifically mentioned are avail- 


ETIOLOGY 


the first place not yet know the 
ulcerative colitis, if, indeed, there 
one cause for all cases. single organism has 
been found which satisfies Koch’s postulates for 
the disease. The concept lysozyme offers pos- 
sibilities important link the 
chain which consistent with emotional stress 
etiological The evidence 
indicates the importance particular kinds 
emotional stress particular kinds people. 
has not yet been established whether not 
some particular physical factor also neces- 
sary. Nevertheless the physician surgeon 
further ahead his handling these patients 
aware the kinds persons and the 
kinds stresses which have been found as- 
sociation with the disease. 


REACTION INTERVIEW 


Patients with ulcerative colitis are almost 
always reluctant talk about their personal 
troubles. They tend keep things them- 
selves and they are particularly loath 
divulge personal information stranger, 
probes too actively. they are asked about 
personal worries the first interview 
surroundings that are not confidential, for 
example, with others listening, they will deny 
any difficulties. This may lead the doctor 
conclude that there are personal factors, 
put the patient the position having 
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great emotional distress. This one the 
reasons why the doctor should slowly 
probing for evidence emotional difficulties. 


If, however, the physician shows himself 
patient and listener and only 
asks personal questions after the patient feels 
more familiar with him, almost every ulcerative 
colitis patient will open with story 
severe emotional turmoil, often with release 
tears other expressions strong emotion. 
Sufficient information may obtained this 
stage get idea the important situational 
factors which might changed. There are 
dangers pushing inquiry too far this stage, 
since some these patients become very upset 
too intensive relation- 
ship established, developing actual 
symptoms, showing behaviour disorders such 
abusive language, destructive activity de- 
Royal Victoria Hospital study the author tried 
help the patient minimize again the 
troubles had been and not 
dwell them. exploratory operation 
had been performed, the interviewer backed 
out and sewed again. allowed the pa- 
tient feel again that his troubles were not 
serious. 


critical stage the disease, seek the relevant 
personal history from some other member 
the family. The need for eliciting the 
tion relatives close friends will men- 
tioned later consideration the management 
with this disorder. 


PERSONALITY CHARACTERISTICS 


Information obtained using these precautions 
shows that persons with colitis have 
many characteristics common. They are 
usually proud, aloof, and perfectionistic. They 
are very concerned with neatness and cleanli- 
ness. They are very sensitive and easily hurt 
They are fearful and they rarely 
release aggression outwardly. They are usually 
intelligent and they like associate with 
educated people but they are often not very 
ambitious successful because their lack 
drive. They are hesitant about forming emo- 
tional attachments others dependent 
one particular person whom they have 
become strongly attached, often parent .or 


older brother sister. They frequently remain 
unmarried, make poor marital adjustment, 
because the immature dependency relation- 
ship they seek instead more mature 
partnership. They need considerable affection 
and attention, and they very easily feel rejected 
spoken harshly rudely. 


They have nearly always had some 
cern about their bowels even before the onset 
their illness. Many them have had the 
conviction that health 
greatly their bowels did not move every day, 
and they were often addicted laxatives. 
small percentage them have noticed that 
they developed with emotional tension 
from time time since childhood. 


SIGNIFICANT EMOTIONAL STRESSES 


With this kind person the most frequent 
type emotional stress found precede the 
onset exacerbation colitis symptoms ‘is 
that the breach relationship with some- 
one who was particularly important the pa- 
tient. view the restriction emotional 
attachments these people, and the excessive 
dependence person, such breach 
especially traumatic. This may 
through death, through disillusionment about 
the other person, through rejection the 
other person. may through geographi- 
eal separation through the development 
new emotional bond the other person, for 
example the remarriage parent whom 
the patient was jealously attached. one 
instance severe exacerbation followed the 
stroke older brother, which 
rendered the brother and unable 
tinue the financial advice gave 
the another instance exacerba- 
tion followed the refusal the patient’s father 
common precipitant fitting into this pattern. 


Another type precipitant the 
surgical operation. Some individuals de- 
velop colitis only after series 
blows which are upsetting them, the 
illustrative which follow. The crucial 


_stress for this disorder has been considered 


that situation combining acute love loss 
with humiliation, making the individual feel 
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ILLUSTRATIVE CASES 


One our patients was middle aged woman who 
was interviewed part the research routine but whose 
doctor considered that consultation was ir- 
relevant since she was ‘‘a perfectly normal woman’’. 
Indeed she kept the best appearances the 
surface and avoided divulging her troubles others. 
She was typically neat and conscientious. She liked 
everything done right’’ and declared, 
gets She was very conscientious 
religious observances and she expected security return. 
When her seven-year old daughter died suddenly she was 
not only very grieved, but also resentful God for this 
blow which she had not deserved. She felt she 
had ‘‘lost her right arm’’. While depressed and 
state lowered resistance she developed infection 
her right leg which progressed spite local therapy, 
and amputation was necessary. Following the loss 
her right leg she developed colitis. The symptoms waxed 
and waned for several years and then she developed 
infection her left leg. When this began spread 
she feared that she would lose her left leg also and the 
colitis much worse. this time she was most 
resentful God, and her surgeon, whom she ranked 
next God, and, when operation was advised for 
her colitis, she adamantly refused. She continued 
downhill and remained stubborn about the operation. 
When emergency ileostomy was done, with the pa- 
tient extremis, she did not rally. 


Another patient was young married woman who had 
been admitted with acute fulminating ulcerative 
colitis and required surgical intervention save her life. 
psychiatric history revealed that she had 
red great shame the age eighteen when she 
had marriage because pregnancy. She and 
her husband got along well together but she had had 
very strict upbringing and when the baby was born with 
deformity she felt that was God’s punishment for 
their sinfulness. Following the death this child and 
the birth second, normal, baby, she recovered from 
her emotional upset. When third baby was born with 
the same deformity the first one, she developed severe 
diarrhea with bleeding and cramps. She admitted 
the psychiatrist that she had never confided her feelings 
about these events anyone before but that she had 
felt most guilty, grieved and humiliated. This confession 
was accompanied discharge tears and some feel- 
ing relief having unburdened herself. 


MANAGEMENT THE PERSON 


These particular illustrate the advisa- 
bility collaboration between physician, sur- 
geon, and psychiatrist the handling the 
most severe cases this disease. There are too 
few psychiatrists available, however, who have 
much experience with disorders this 
kind, and with this disease particular, and 
psychiatrist the patient’s, the doctor’s, pre- 
about psychiatry are going 
create resistance such consultation. 
our study the psychiatrist usually got along 
well with these patients through seeing them 
one more the hospital doctors who were 
carrying out the extensive investigations the 
ease. Such setting probably necessary for 
the full understanding and management the 
person with severe form the disease. 


For milder cases, however, whether psy- 
consultation obtained not, certain 
fundamental principles can laid down for the 
handling these persons. Since the best re- 
sults from psychotherapy have been reported 
internist? may better for the 
general physician, least the present stage 
development psychiatry and the 
prevalent attitudes it. 

The phrase, ‘‘They must handled with kid 
was never more apt than when re- 
ferring these patients. the doctor shows 
any carelessness, roughness, lack concern 
for them, they will feel resentful. Their con- 
dition may get worse they may display 
hostile behaviour. the other hand they will 
respond slowly but surely the doctor who 
gives the appearance being neat, correct, 
systematic, gentle and kindly towards them. 
does not probe too soon too actively 
they will tell him their troubles long 
sees them alone and appears interested listen- 
ing them. When they reach this stage, how- 
ever, must not pump them dry. 


must make his visits brief, although fre- 
quent enough that they not feel that 
losing interest them. can help them 
encouraging them pattern their behaviour 
after him some hobby they might 
have common, loaning them book, 
otherwise giving them stimulus identify 
themselves with him. Such measures will 
particularly the patient has lost 
someone whom was dependent and needs 
the doctor fill this gap. When such rela- 
tionship has been built up, the doctor must take 
great care avoid any rejection the patient. 
must spaée out the patient’s visits slowly, and 
must prepared for relapse goes 
away trip. 


the doctor hopes attain the réle 
intermittent instead continuous for 
the patient must enlist the help relatives 
close friends the re-establishment the 
personal equilibrium which was disrupted be- 
fore the onset exacerbation symptoms. 
The advisability obtaining personal history 
from someone else the patient’s intimate 
circle has already been mentioned. This may 
reveal the breach relationship which was 
too sore point for the patient touch. The 
relative can sometimes prevailed 
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upon show renewed interest the patient. 
other times some other friend relative 
can found take the place the lost one. 
When these interpersonal readjustments take 
place, either design, the 
doctor can released until such time other 
bring about another relapse. 


When the illness serves win emotional 
victory for the patient resembles hysteria. 
course the death rate for ulcerative colitis 
considerably higher than for hysteria and 
there should even less doubt the justifi- 
eation for such palliative measures than that 
for treating hysteria the 
absence the possibility real eure. Even 
though some these patients may require emo- 
tional support, just requires 
tinued insulin, legitimate and valuable 
the doctor give this support, 


CONTRAST WITH Mucous 


word should said distinguish these 
persons from those with mucous Vari- 
ous authors have mentioned that these condi- 
tions not overlap, one report indicating that 
patients with ulcerative colitis not one 
had had mucous our own series 
there was one patient whose earlier symptoms 
might have been considered those 
mucous The and physio- 
logical features mucous colitis have been well 
Cobb and Patients with mucous 
have some the personality characteristics 
possessed ones with ulcerative colitis but 
they are not brittle. There are somewhat 
different emotional stresses found signifi- 
mucous colitis. the experience 
the author, patients with mucous 
helped more readily the type exploratory 
psychotherapy used with most psychoneuroties. 
They not seem close the border- 
line psychosis those with ulcerative 
colitis seem times. 


SUMMARY 


Certain information about persons who suffer 
from colitis has been presented for 
its contribution the handling these pa- 
tients general physicians and, surgeons 
psychiatrists. This information based 


personal study ten patients and review the 


hypersensibles, timides inquiets. 


relevant literature. Such patients are reluctant 
talk about their emotional and 
must questioned only with caution. They 
may become badly upset too intensively 
probed for personal ‘problems. They present 
many personality characteristics common, 
perfectionism, sensitivity, shyness, and exces- 
sive dependency one particular person. 
tacks ulcerative colitis symptoms are prone 
following the breach relationship 
with someone who has been important them, 
especially they feel grieved and humiliated. 
Two illustrative cases have been presented. 
Precautions for the management such 
persons have been outlined. They must 
handled gently and sympathetically. They 
benefit from opportunity identify them- 
selves with the doctor. also enlist the 
help the patient’s relatives and friends 
re-establish the equilibrium which was upset 
before the increase symptoms. These persons 
must not confused with those prone 
mucous which accompanied dif- 
ferent emotional stresses and amenable 
different type management. 


the Colitis Committee the Royal Victoria 
Hospital, for permission publish this report including 
material collected the initiative the committee. 
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Les atteints uleéreuse n’aiment 
pas parler leurs doivent inter- 
rogés avee soin tact. Ils sont souvent méticuleux, 
Les 

apparaissent parfois suite désappointements, 
chagrins d’humiliations. doit manier ces 
malades avee douceur svmpathie parfois s’en- 
tourer collaboration des proches famille. 
doit pas les confondre avee les sujets atteints 
colite muqueuse car ceux-ci comportent bien 
différemment répondent traitement qui n’est 
pas celui colite JEAN SAUCIER 


that lives must grow old; and that would 
rather grow old than die, has God thank for the in- 
firmities old age—Samuel Johnson. 
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ADRENAL MEDULLARY 
PHEOCHROMOCYTOMA 


Holland, M.D.C.M., F.R.C.P.[C.]* and 
Strickland, 


Halifax, N.S. 


DRENALIN-producing tumours the adre- 

nal medulla are encountered rarely 
warrant the reporting such case. case 
also briefly mentioned. The cardinal features 
presented the pheochromocytoma were 
paroxysmal hypertension, hyperglycemia with 
glycosuria, Raynaud’s syndrome and raised 
basal rate. 


Incidence and pathological The 
tumour uncommon and until few years ago 
was rarely diagnosed until autopsy. recent 
years numbers have been recognized 
clinically and treated surgical 
removal. 1886, what believed the 
first case report pheochromocytoma, 
Frankel? reported bilateral adrenal tumours 
being found 18-year old female who had 
had attacks palpitation, headaches and 
vomiting. 1940, and Hum- 
collected 103 cases from the literature 
these were bilateral and were situated 
entirely outside the adrenal. 1943 
collected total 165 chromaffin tumours, 152 
which were pheochromocytomas, the remain- 
ing being paragangliomas and 
stated ‘‘The common lesion benign adenoma 
one adrenal body. Sixteen bilateral tumours 
are recorded. these showed cardiovascu- 
lar syndrome and were malignant. Malignant 
pheochrome tumours are rare (15 but 
may show hypertensive 1943 
Hyman and found total 
surgically treated cases chromaffin tumours 
reported the world’s literature, these 
were paragangliomas not involving the ad- 
renals. Operative mortality was deaths 
the cases, 14% mortality rate. The 
tumour was malignant only one patient who 
later died metastases. Both sexes are about 
equally The age incidence the 
cases where the tumours were removed surgi- 


*Department Medicine, Dalhousie University, 
Halifax, Nova Scotia. 


General Hospital, Halifax, Nova Scotia. 


Grossly the tumours vary size from 
12.5 em. diameter, the largest weighing 
2,000 gm. They are usually firm, greyish yellow 
colour and oceupy the medullary position 
the adrenal gland. Over the surface the 
tumour the thin stretched atrophied cortex may 
sometimes seen. Microscopically the tumour 
composed large polygonal shaped cells, 
separated delicate connective tissue stroma. 
These large cells show marked affinity for 
chromium salts. The tumour usually benign. 


Beer, King and showed 
that during typical attack the blood con- 
tained large amounts adrenalin. Qualitative 
tests for adrenalin content these tumours 
reveal the presence pressor substance 
which reacts pharmacologically like adrenalin 
amounts varying from mgm. per 
gram tumour there being 
1,200 mgm. per tumour. The normal adrenal 
medulla both glands does not contain over 
adrenalin content which makes these tumours 
physiologically malignant and gives the 
picture stimulation nervous 


The patient, 28-year old white housewife was ad- 
mitted the Victoria General Hospital April 30, 
1947, complaining several attacks daily severe head- 
ache, flushing face, blanching extremities ac- 
companied nausea and vomiting; and with history 
being treated for diabetes mellitus. 

Mother died diabetes mellitus age 55, and was 
said have had palpable floating kidney. Father died 
‘‘dropsy’’. Apart usual childhood diseases 
the personal history was negative. Three years ago 
she had pain right side abdomen for six months 
with vaginal discharge, black and malodorous. The 
doctor operated, removed cyst from the ovary and took 
out the appendix. The patient had been pregnant three 
times. She has two living children, aged years and 
years. miscarriages. the past year the pa- 
tient’s menstrual flow has decreased amount daily 
flow, and periods also come less frequently, the last 
period being April 29. The previous one was weeks 
before. Formerly they had come regularly 
day cycle. 

The present illness began years ago with the birth 
her first child. This was difficult labour lasting 
hours with forceps delivery. After that she became 
excited very easily and slept poorly. She cried easily 
and for trivial reasons. The first time she got out 
bed after the birth her second child 1941 she had 
severe headache the pounding type the frontal 
area and continued almost constantly for two weeks. 
Walking aggravated this headache and when she stooped 
her head would feel though were going burst. 
These symptoms were worse the menstrual periods. 
Constipation has troubled her constantly since her illness 
began. About three years ago, the headaches began 
bother her every day, especially nights. They 
would cause nausea and vomiting. For 
year since 1946, she had had attacks sudden tight 
feeling which spread her spine and abdomen her 
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head causing severe headaches with nausea, her heart 
seemed pound and she would feel flushed and nervous. 
Her legs would feel weak although she never collapsed 
during attack. the past year she found that every 
time she lay her left side she would have attack, 
also when she lay the flat her back. For the past 
two years she noted that during the attacks her hands 
especially the fingers would get bluish white and cold, 
and her legs the knees were also affected 
lesser extent. circumoral pallor was marked during 
the attack while the rest her face became flushed and 
perspired freely. 


sized. This could pushed forward from the flank 
posteriorly and was somewhat tender compression. 
small mass, probably kidney, felt inferiorly orange 
sized mass. Right kidney also palpable. examina- 
tion essentially negative. Nervous system negative. 
Severe typical paroxysmal attacks were witnessed 
hospital. The pulse and respirations showed little 
change during attack which usually lasted 
minutes. These paroxysms were induced most commonly 
by: sitting bed the bedpan has pro- 
duced attack with blood pressure reading 
(b) lying the left side; (c) sitting 


TABLE 


PRESSURE CHANGES INDUCED WHILE CHANGING POSITION 


Recumbent Standing 


Recumbent 


Left arm blood pressure 116/86 114/88 182/114 130/92 


Time minutes ...... 


About ten months ago her doctor found sugar her 
urine and she began taking insulin, units before 
breakfast. Attacks then became worse, and she had 
attacks insulin shock. For over year she had been 
having several attacks, many three four each 
night. She had been going her family doctor for 
several years with numerous and varied complaints and 
April, 1947, was the Victoria General 
Hospital, Halifax. 

The essential points her examination were 
follows. She had the normal hair distribution. Blood 
pressure 164/124. the abdomen mass was felt 
the left subcostal area, firm rounded, smooth, orange 


TABLE 


Spontaneous fluctuations the blood pressure. The 
table also shows the immediate effect the subeutaneous 
injection 1/1,000 solution adrenalin where 
the blood pressure prior injection was the resting 


102 100 108 104 100 


wheelchair coming from the Radiology Department she 
had attack; (d) rising from the recumbent position. 


While standing attack began come on, and she 
felt nervous, weak, nauseated; she began retch, her 
fingers blanched, pallor appeared and beads 
perspiration stood out her forehead. soon 
she lay down the blood pressure was found have risen 
280/160. one subcutaneous injection 
0.5 adrenalin solution was given. There 
was practically change the blood pressure reading. 
Later the adrenalin was repeated giving 1/1,000 
solution. This time there was very marked rise 
blood pressure. Within minutes typical attack came 
on, the blood pressure reading being had 
amyl nitrite ready the bedside but the pressure began 
fall again almost immediately the drug was not 
used. Patient stated that this attack was more 
severe than the spontaneous ones she had each day. 


Table shows representative daily fluctuation and 
also the result the subcutaneous injection 
1/1,000 adrenalin solution. Attacks which were ap- 
parently spontaneous often came during the night. 
were unable induce attack digital palpation 
and pressure the tumour. The cold pressor test gave 
only slight 10° rise blood pressure. 

Laboratory hemoglobin was 74%, red 
blood was 3,780,000, white blood 8,750, 
hematocrit 40%, volume packed cells. The differential 
was normal. Urinalysis showed abnormal find- 
ings. sugar and albumin present although 
oceasional specimen later showed one three plus sugar. 
Blood sedimentation rate was mm. (0-20 normal). 
Kahn test was negative. The blood chemistry ad- 
mission showed fasting biood sugar 180 mgm. and 
total non-protein nitrogen mgm. The total 
non-protein nitrogen was repeated and found 
mgm. Plasma chlorides 538 mgm. The serum pro- 
tein 7.5 albumin 4.2 mgm. globulin mgm. 
Albumin globulin ratio 1.27:1. Blood cholesterol 214 
mgm. Blood sodium 339 mgm. Blood potassium 
19.5 mgm. Mosenthal concentration and dilution test 
showed normal values. test 
showed 45% excretion dye hour, 60% 
hours. oral glucose tolerance test was done reveal- 
ing fasting blood sugar 150 mgm. One-half hour 
after ingestion 100 gm. glucose the blood sugar 
was mgm. one hour after ingestion sugar 
the blood sugar was 270 mgm. with urine sugar, 
hours, blood sugar was 216 mgm. with urine sugar 
2.5 and three hours 116 mgm. with urine sugar 
0.75 Basal metabolic rate was +30.5 two 
determinations. 

X-rays skull and chest appeared normal, while 
barium series the stomach and duodenum showed 
abnormalities. intravenous pyelogram showed both 
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kidneys secrete the dye well. Right kidney, pelvis and 
ureter appeared normal. Left kidney appeared com- 
pressed from above and much smaller than usual. 
Superimposed the left kidney was large smooth- 
looking tumour having the appearance adrenal tumour. 

Electrocardiographic electrocardiogram 
showed interesting changes. the time the tracing was 
made the blood pressure was 160/120. Rhythm regular 
with rate per minute. wave was sharp and 
height. QRS complex showed slurring leads and 
interval was 0.16 sec., QRS interval 0.06 sec. 
The voltage was normal. T1, T2, T3, were all small 
and inverted with slightly bowed S-T segment. The 
electrocardiogram was repeated week later, blood 
pressure being 248/146 while the tracing was made. 
this tracing the only change from the previous one was 
that the waves were now low upright all leads and 
the S-T segment had tendency slightly low with 
bowing. The diagnosis phenochromocytoma the 
left adrenal medulla was made and was decided 
operate. (Operation May 15, 1947, Dr. Kinley.) 

large extra-peritoneal grapefruit-sized tumour mass 
was found moderately adherent contiguous tissues and 


TABLE ITI. 


AM 
or 


OPERATION 


Adrenalin 


Represents the blood pressure levels preoperatively, 
during the operation, and postoperatively, together with 
the drugs used combat any sudden drop the blood 
pressure. 


compressing the superior pole the left kidney. 
hesions were separated gently possible while vascu- 
lar pedicles were being clamped. Any untoward move- 
ment the tumour was reflected the blood pressure 
reading. Three main vascular pedicles were noted, 
namely subphrenic, aortic and renal, the renal vessel 
being inch diameter and the main supply the tu- 
mour. The mass ruptured just before final removal and 
much degenerated mush-like tissue spilled over into 
the incision. One drain was left the resulting space. 
Routine closure performed after opposite adrenal area 
had been palpated through opening peritoneum. 
tumour mass palpable right renal area. Table III 
shows the blood pressure immediately preoperatively, 
during the operation and immediately postoperatively. 
Handling the tumour caused the pressure rise 
218/110 and the vascular supply was cut off 0.5 
1/10,000 solution adrenalin was given intravenously 
tion adrenalin. the tumour was tied off the blood 


pressure fell 100/90. Five mgm. neosynephrine 
were given intramuscularly along with whole 
adrenal cortical extract. The blood pressure the next 
twenty minutes rose again 200+/138. Five hour 
postoperatively the pressure had levelled off 100/68. 


During the postoperative course the patient’s blood 
pressure and pulse were checked every minutes. 
the blood pressure fell below systolic, patient 
was given 0.5 neo-synephrine subcutaneously and 
not improved minutes the dose was repeated. 
Three injections 0.5 neo-synephrine were neces- 
sary the first night, none after that. Whole adrenal 
cortical extract was given doses every four 
hours for six doses then discontinued. The blood pres- 
sure became stabilized between 100/68 90/60, 
pulse per minute, and values were approxi- 
mately the same throughout the first hours. The 
blood pressure gradually climbed approximately 
120/75 and was this level when patient was dis- 
charged. The first two days postoperatively, patient’s 
face and hands were somewhat hands somewhat 
puffy with non-pitting edema; 1,000 10% glucose 
was given see would relieve the swelling. This 
and flushing passed off after days. The 
large amount intravenous normal saline and oral 
sodium chloride tablets was the probable cause the 
present postoperatively. 


Urine specimens were checked for sugar every hours 
and after the first hours were consistently negative. 
The fasting blood sugar the day following operation 
was 102 mgm. Blood chloride was 412 mgm. 
Plasma chloride 560 mgm. mm. 
packed cells. Serum sodium 331 mgm. Two weeks 
following operation the oral glucose tolerance test was 
repeated. Fasting blood sugar mgm. one-half 
hour the blood sugar was 122 mgm. One hour after 
ingestion glucose had risen 170 mgm. 
hours was 148 mgm. hours the value 
was 116 mgm. Urinalysis revealed negative sugar 
throughout the test. The basal metabolic rate was 
normal this time. Convalescence was uneventful. Pa- 
tient discharged from hospital days after operation. 


Four month follow-up.—Patient stated that she had 
headaches, and the feeling fullness the head had 
left her. She tolerated heat better and she was able 
work around the house without symptoms. She had 
gained pounds weight and the feeling nervous- 
ness had left her. Her menstrual periods were still 
somewhat irregular; she was amenorrheic for the first 
three months postoperatively. The flushing skin 
particularly the hands and face which began post- 
operatively was: present slight degree. blood 
pressure admission was 160/90 but the following day 


was 110/68 and remained this lower level. The day 


she was discharged the blood pressure was 
135/95. Urinalysis was negative. The 
test fasting blood sugar level mgm. 
hour was 166 mgm. hour was 100 
the urine specimen hour after the oral sugar was 
taken. The non-protein nitrogen was mgm. Blood 
cholesterol value 304 mgm. Plasma chlorides 620 
mgm. Total protein 5.9 mgm. albumin 4.7 mgm. 
globulin 1.2 mgm. ratio 4:1. The basal 
metabolic rate was within normal 

four months after operation this patient was much 
improved subjectively. Her blood pressure readings 
showed some fluctuation although attacks paroxys- 
mal hypertension have been experienced since her opera- 
tion. The laboratory tests proved within the limits 
normal. 


Pathological report tumour mass (by Dr. 
examination revealed cystic tumour which 
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measured 8.5 em. and weighed 130.5 
gm. The capsule had been ruptured. Expanded 
over the surface which was smooth and glisten- 
ing were thread-like remnants yellow tissue 
resembling adrenal gland cortex. The interior 
the was filled with large egg-sized 
mass soft greyish tissue which section re- 
vealed some yellowish areas. The remainder 
the cyst cavity contained broken down, 
necrotic and tumour tissue brain 
Histological examination showed 
diffuse growth irregular cells with small dark 
nuclei and clear cytoplasm which contained 
much salts (Schmorl’s stain) and 
stroma with many The biological 
revealed very high adrenalin content 
the tumour. Only few giant cells were 
seen and metastases the veins. The con- 
dition was thus pheochromocytoma the 
adrenal medulla usually benign 
character. 


Tumour assay for adrenalin content. Im- 
mediately upon operative removal the tumour 
was taken the laboratory and solution was 
made with HCl. The adrenalin was 
then done the method (Folin, 
Cannon and The weight the 
tumour was 130.5 gm. Adrenalin content was 
found 12.1 mgm. adrenalin gm. 
tumour tissue. The total adrenalin content was 
then 1,579 mgm. 1.57 gm. The normal total 
store both adrenals man about 


CASE 


ease history was not available the following case 
the Provincial Pathological Institute Halifax. 
biopsy from tumour the size two eggs was received 
for gross and histological examination. The neoplasm 
had been removed from Mrs. old 
female. The tumour was described having been grow- 
ing from the anterior surface the abdominal aorta 
just superior the bifurcation. The neoplasm was 
moderately firm and very vascular; was still confined 
its capsule. Dr. Smith, reported follows: 
gross appearances reveal large pea sized portion 
dark brown neoplastic tissue. Histological examina- 
tion with the use special silver and chromaffin stains 
(Schmorl’s) reveal vascular encapsulated tumour com- 
posed sheaths small round and large polyhedral 
cells fine reticulum. Although the cells 
not stain well expected Schmorl’s, feel 
that are dealing here with chromaffin tumour 
paraganglioma arising from Zuckerkandl’s organ the 
the aorta. Such tumours not usually 
exhibit malignancy and are inactive physiologically.’’ 

The extra-medullary chromaffinomas are rarer than 
the adrenal medullary pheochromocytoma. the 
surgically treated cases chromaffin tumours found 
the world’s literature Hyman and Mencher 194214 
four were paragangliomas outside the adrenal glands. 


DISCUSSION 

The physiological action the outpouring 
large amounts adrenalin into the blood stream 
The effect the admin- 
istration adrenalin lasts only minute two. 
Adrenalin disappears rapidly after injection due 
its oxidation the tissues. The effects fol- 
lowing intravenous injection are very intense 
although transitory nature. The arterioles 
and the skin, mucous membranes: 
and (except the intestinal 
vessels which usually dilate) are constricted, the 
vessels muscles the same time dilate, 
the coronary arteries the heart. The con- 
strictor overshadows the dilator effect with 
resultant rise blood our pa- 
tient these effects explain the Raynaud’s phe- 
nomena hands and feet being due vaso- 
constriction also the rise blood pressure. 
The heart rate often slowed and strengthened 
adrenalin although this was not noticeable 
our patient. The dilatation the cerebral 
vessels with the release adrenalin may account 
for the severe pounding headaches our patient. 

Adrenalin tends inhibit both the tone and 
movement the intestine, while 
excitation fhe the gall bladder, 
and the and internal anal 
This physiological action 
ated would account for the frequent nausea and 
vomiting and also the troublesome constipation. 


After period while the blood pres- 
sure rising the respirations rate 
and depth. This was often noticeable during 
attack. 

Carbohydrate-adrenalin injections hyper- 
and glycosuria. This was one the 
outstanding features the report. The 
oxygen consumption raised 40% and CO, 
production from 50%, and the respir- 
atory quotient therefore resulting 
inerease the basal rate with 
heat production. This was observed 
our patient. The changes 
which namely inversion waves 
leads and CF4, have also been recorded 
and stated that the writing 
his article this picture has not been 
elsewhere. 


SUMMARY 


ease report pheochromocytoma with 
surgical removal presented and 
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mentioned chromaffinoma the organ 
Zuckerkandl. brief summary the literature 
shows over 150 pheochromocytoma 
have been reported. Approximately these 
were treated surgically. This case was treated 
surgical removal. The 
postoperative care and the convalescence were 
relatively four months’ follow-up 
showed the various symptoms and signs reported 
have subsided normal. The diabetes has 
cleared entirely and the patient free from 
headache. 
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COMPOUND FRACTURES* 
Ont. 


URING the past thirty years great deal 

thought and work have been expended the 
subject compound fractures. The develop- 
ments industry and transportation and two 
wars have multiplied the incidence and the 
severity this type injury that natural 
there should much interest 

This paper designed emphasize certain 
fundamental principles treatment the im- 
portance which, apparently, still not ap- 
preciated universally. For compound fracture 
eases ‘‘go through failure appreci- 
ate and follow fundamental principles should 
never occur land with our advantages. The 
purpose treatment compound fractures 
restore the function the injured member 
nearly normal possible, the shortest 


meeting Ontario Medical Association, 
Toronto, May 15, 1947. 


possible time. The elements the injury which 
need correction primarily, are the wound and 
the break the bone. want the wound 
well healed and the bone soundly united 
good The natural toward 
healing well known, and the factor peculiar 
fractures which prevents healing 
both soft tissues and bone infection. Con- 
sequently, our first duty prevent infection. 
This thought has been constantly present the 
minds surgeons since the acceptance the 
bacterial origin infection, 


Certain steps the progress treatment stand out. 
During the war 1914-18 local antiseptics were stressed 
and irrigation wounds with Dakin’s solution and eusol 
was very popular. This measure seldom, ever, seen 
today. was replaced mechanical cleansing 
wounds with soap and water, even using scrubbing 
brush the torn tissues. Following cleansing primary 
suture the skin became popular, largely through the 
writings Bohler, and the fashion using skeletal 
traction reduce and immobilize the fracture almost 
uncontrolled. This idea changing compound into 
simple fractureS was trusted, however. was 
strongly advised that window should left the 
plaster that the wound could observed and stitches 
were removed the first sign infection. 
severe wounds the necessity for this measure frequently 
developed. 


Trueta’s work the Spanish revolutionary 
war caused much controversy, but the principles 
underlying his methods have been proved over 
and over, namely, that excision mutilated 
tissues will leave wound with greatly decreased 
likelihood infection; that frequent dressings 
disturb the healing process; and that rest for 
the tissues immobilization plaster 
great value. Trueta’s methods were followed 
many surgeons closely possible during 
the late war, and were found generally 
satisfactory. The fractures united well and the 
patients were comfortable and happy. The only 
disadvantage was that the wounds generally re- 
quired long time heal consequently, 
convalescence was prolonged. This disadvantage 
was largely overcome with the introduction 
penicillin. With its assistance was found that 
early secondary suture could safely and suc- 
performed least 80% compound 
fractures battle injuries. More recently, 
early secondary suture has been recommended 
without the use antibiotic substances, and 
being maintained that success common 
was with them the primary operative 
treatment has been adequate. This contention 
serves emphasize the importance adequate 
primary 


Canad. 
April 1948, vol. 


WHITE: COMPOUND FRACTURES 


should like present few ease histories 
individuals who have sustained compound 
tures civil life with the purpose illustrat- 
ing the importance effective early surgical 
treatment the wounds, well some the 
methods which are very useful restoring 
continuity the bones. 


CASE 


aged had the left finger crushed 
heavy timber. There was extensive laceration 
the skin and soft tissues the dorsum the finger and 
division the extensor tendon over the proximal inter- 
phalangeal joint. The x-ray revealed fissure fractures 
proximal and middle phalanges. sought treatment 
once. The finger was washed and dressing applied. 
Twelve hours later the tendon was sutured with catgut. 
The skin was closed and finger splint applied. Two 
days later the finger was red, swollen and very painful. 
discharge necessitated removal 
Penicillin was administered. Infection continued for 
seven weeks, which time the proximal interphalangeal 
joint was destroyed. Amputation the finger was 
out since restoration function was hopeless 
and the presence the digit disability and hazard. 


This example the effect delay 
treatment. About hours elapsed between the 
time injury and definitive surgical treatment. 


CASE 

labourer aged sustained double fracture the 
right tibia and fibula. The proximal fracture was con- 
siderably comminuted. There was large compound 
wound over the whole the anterior surface the leg, 
with shredding the muscles and gross soiling. Within 
three hours the wound was cleaned and packing inserted 
into the spaces between the muscles and plaster cast 
applied with skeletal traction. 

Penicillin was administered. When admitted the 
Toronto Western Hospital three weeks later the leg was 
covered plaster cast, which was stinking with dis- 
charge. The patient looked and felt ill (Fig. 1). 

Examination disclosed much tissue the 
wound and profuse purulent discharge due well 
established infection Staph. aureus. Six months were 
required control the infection sufficiently that the 
wound might closed. Only after months and seven 
operations, including debridement, provision drainage, 
sequestrectomies, skin-grafting and bone-grafting, was 
bony union sufficient allow weight bearing (Fig. 2). 
that time the loss funetion muscles and joints 
was such that recovery never can complete. 


infection compound fractures. This 
might have healed quickly and with infection 
with complete early excision the wound. 


CASE 


labourer aged fell from scaffold and sustained 
severe comminuted compound fracture the upper 
end the left tibia and fibula (Fig. The wound 
was very dirty. After about four hours debridement was 
performed. Fragments were fixed catgut sutures 
through drill holes the bone. The wound was closed. 
from toes groin was applied. Penicillin was 
administered. three weeks the cast was changed. 
The wound was healed except for one area about em. 
diameter (Fig. The leg was kept immobilized 
plaster for months, then weight-bearing was begun. 
returned work months after injury. has 


full extension and 110 degrees flexion the knee. 
has been able work full time and his disability 
not sufficient change his earning capacity. 


CASE 


man aged was struck car and sustained 
compound comminuted fracture the lower part the 
middle third the left tibia and fibula. The skin 
wound was about long, gaping and with gross soiling. 
operation, two hours after injury, careful excision 
the wound was done (Fig. 5). Internal fixation the 
fracture four screwplate and separate screwnail 
was out. The skin was sutured. cast from toes 
groin was applied. Penicillin was administered. one 
week was afebrile and was discharged from hospital. 
three months the fracture was united, and after six 
months there was disability. 


CASE 


girl aged was struck and sustained bi- 
lateral compound fractures tibia. There was also 
simple fracture the surgical neck the left humerus. 
Operation was commenced about hours after injury. 
the leg there was gaping wound long over 
the fracture. This was excised completely. the right 
leg small puncture wound was present site 
fracture. was excised, then enlarged permit re- 
duction the tibial fracture. vitallium plate was 
applied maintain reduction. The wound was closed. 
Plaster casts were applied, full length, both lower 
extremities. Penicillin was administered. 

Postoperative progress was very satisfactory. Temper- 
ature never over 100° and normal five days. Union 
progressed steadily. The left tibia was united three 
months but immobilization plaster for the right leg 
was necessary for five months before union was suffi- 
ciently strong discontinue it. The longer time for the 
right leg was due, doubt, more interference with 
the blood supply the bone fragments the injury 
the comminution, and the less complete 
contact because the loss some small fragments. 
There was complete restoration function with 
disability. 


These two are examples compound 
fractures treated early, under good cireum- 
stanees, thorough debridement, internal fixa- 
tion vitallium plates screwnails, and pri- 
mary suture, with infection and with com- 
plete restoration function. 


CASE 


man aged was somnambulist and one night, 
his sleep, walked out second story window. His 
injuries included compression three lumbar vertebre, 
but the lower right leg was the site injury which 
shall refer. There was irregular laceration over 
the antero-medial surface the lower end the right 
tibia and medial side the ankle, through which several 
fragments bone, including part the articular sur- 
face the tibia, had been extruded. About the 
lower part the bone had disappeared. The wound was 
grossly contaminated. The circulation and nerve supply 
the foot appeared intact. 

Careful debridement was out and the wound 
The limb was placed plaster from groin 
toes, restoring the general alignment the leg and foot 
well possible, (Fig. 6). Penicillin was administered. 
The wound healed well and six weeks later operation was 
earried out for reconstruction the tibial defect. This 
consisted removal the remaining fragments the 
lower end the tibia and the superior articular 
surface the astragalus, and sliding long bonegraft 
from tibial shaft down into hole made the astraga- 
lus, and filling with bone form mass 
bone roughly the shape the lower end the tibia. 
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plaster cast was reapplied. Prompt healing the 
wound occurred, After five months the cast was removed. 
X-ray showed sufficiently strong bone permit weight 
bearing without support. month later, six months 
from the time injury, was discharged from hos- 
pital walking fairly well, without pain. was 
walk half mile without difficulty and was rapidly 
improving. 


This example primary suture with 
delayed operation for correction the bony 


injury. Again, primary healing and final suc- 
cess were due extreme thoroughness de- 
bridement very dirty wound. 


CASE 
girl aged was riding pillion motor-cycle, 
which was struck from behind motor-car. She sus- 
tained fracture dislocation the left ankle 
(Fig. 7). The skin wound extended from the tendo 


Achilles, medially around the ankle, over the dorsum 
the foot the posterior aspect the point tke heel. 
second wound was present over the medial surface 
metatarsal. This not shown the drawing. The 
foot was completely displaced laterally and posteriorly 
and, literally, was dangling from the leg. One was very 
surprised find there was evidence quite good blood 
supply the toes. The lower end the bare tibia, 
with its fractured articular surface, stuck out about 2”. 
The whole wound was very grossly contaminated, road 
dirt being ground into all the soft tissues including the 
bared tendons and into the bone (Fig. 7). 


Forster ior 
plantar 


Operation was undertaken once. The 
the skin edges and debridement this very dirty wound 
required very prolonged and painstaking effort. 
was necessary remove part the bone with osteo- 
tome order remove the gross dirt. The articular 
from the lower end the tibia was absent, 
having been ground off, apparently, being scraped 
over the pavement. When all dead and devitalized tissue 
had been removed and all foreign material had 
been away, the dislocation was reduced. What re- 
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mained the medial malleolus was fastened place 
catgut sutures. The large wound was then closed 
interrupted sutures. 


The wound over the metatarsal was then explored. 
Gross tissue destruction was found which necessitated 
excision quite large amounts muscle. Because 
the muscle damage was felt the wound was more 
likely become infected, consequently was not 
sutured but filled with vaseline gauze. plaster cast 
was applied from toes mid-thigh. Penicillin was 
administered. Healing was prompt. Immobilization was 
discontinued three months. The function the foot 
recovered remarkably well. There 60% ankle move- 
ment and she able walk, run and dance. She has 
pain. This, and Case are examples severe bone 
injury with extensive and grossly contaminated wounds, 
which the early and adequate treatment resulted 
prompt healing with 


organisms are present all com- 
pound fracture wounds. prevent their 
growth must get rid the features which 
are favourable infection. These are: 
dead tissue and devitalized tissue; foreign 
material; (c) imperfect interrupted immobili- 
zation; (d) the tissues fre- 
quent change dressings. 


The most efficient way get rid dead and 
devitalized tissues them out the 
wound with sharp knife. Great care should 
taken systematically debride the wound. One 
begins with excision narrow strip the skin 
edge, then proceeds from one end the wound 
the other away all soiled, dead and 
devitalized soft tissues until the surface left 
shows visible dirt and bleeds readily; 
soiled surfaces bone are shaved off sharp 
osteotome until every speck foreign matter 
gone. Completely loose bone fragments, with 
blood supply, are removed. Important 
tures such nerves, tendons and vessels are 
earefully protected from damage. When the 
debridement finished the wound resembles, 
operative wound. Then the decision must 
made between primary and delayed suture. The 
correctness this decision depends altogether 
upon the judgment the surgeon. im- 
possible state definite rules, but the condi- 
tions which make primary closure safe are: the 
wound must clean; there must dead 
tissue; there must sufficient skin closure 
ean without undue tension; 
must within the first few hours injury. 


other words, the more nearly the wound 
resembles operative wound, the more likely 
primary suture will Obviously, 
small wound due spicule bone protrud- 
ing from within may excised and sutured 


with impunity. very deep wound with ex- 
tensive death muscle and gross contamination, 
exemplified compound fractures the 
femur that were seen battle casualties, and 
now, highway and industrial 
accidents, often are best left open and sutured 
later. one doubtful, certainly safer 
delay the closure, 

decided delay the closure, the 
fracture fragments are brought into good 
position possible, the wound filled with gauze 
packing, not tightly, but inserting just enough 
dead space left, and the whole limb 
plaster. From five ten days 
later the patient taken the operating theatre, 
window cut over the wound give adequate 
exposure, but leaving enough the intact 
prevent movement the fracture fragments. 
The packing removed, and the wound looks 
closed, usually interrupted mat- 
tress sutures. All dead space obliterated, 


this impossible, dependent drainage 
established. 


There have been many articles written the 
technique secondary suture. Farris and 
mary suture decided upon, this earried out 
immediately following debridement, thus 
verting the compound fracture into simple one. 
One proceeds then reduce and immobilize the 
fracture fragments, The more simply this 
done, the better. the type and shape 
the fracture fragments are such that they tend 
stay place after reduction, simple splint- 
ing plaster cast the safest and best 
method immobilization. most important 
that the reduction satisfactory this time. 
The first reduction should the final one. Hav- 
ing change the position later, even simple 
avoided, because any movement after the first 
few hours breaks down the tissue barriers and 
tears the fragile granulations and invites 
tion. The position should checked x-ray 
once and any correction found necessary made 
once, not the next day after two three 
weeks, 


The use sulfonamides the wound has not 
probably avoid them. penicillin may 
some help, and may used, but one 
depends upon rather than good 
treatment, disaster will certainly follow. 
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Sometimes the shape the fracture such 
that good reduction cannot maintained 
plaster fixation. When this true, extreme 
nicety judgment required. The 
bilities are: (a) accept the best position pos- 
sible with plaster fixation; (b) apply some 
type internal fixation with plaster; (c) 
use external skeletal fixation, with without 
plaster. 

Introduction foreign material increases 
the risk infection. The less closely the 
wound approaches the character clean 
operative incision, the greater the risk using 
any type skeletal splinting. follows ob- 
unsafe use skeletal fixation. know 
experience only that gives the necessary judg- 
ment, that one may decide whether the risk 
using plates, Roger Anderson 
Stader splints, may taken not. The 
greater the experience the surgeon the more 
certainly realizes that good operating 
facilities, good instruments, and nurses and 
assistants who are completely familiar with 
this type work are absolutely essential 
suecess. Without these, the surgeon good 
judgment will accept less accurate reduction 
because the decreased risk the patient’s 
limb life. Frequently, however, when suit- 
able for their use are hand, 
the best results can obtained one these 
methods. personal preference for in- 
ternal fixation, using the minimum amount 
material which will achieve the purpose 
fixation the fragments. 

desirable provide rest for the 
soft tissues until healing complete and the 
danger past. Experience shows 
that least three weeks required for this 
and during this time the requirements are best 
provided complete fixation plaster. The 
use the complete cast has the added ad- 
vantage that tends prevent meddlesome 
curiosity progress the wound, thus 
introducing infective organisms, disturbing 
the tissues inquisitive palpation. neces- 
sary, the cast may changed after this time, 
providing taken that the fracture frag- 
ments are not allowed the smallest amount 
movement, but complete immobilization the 
fragments must not interrupted until bony 
union complete. 


SUMMARY 


The main point difference treatment 
simple and compound fractures 
necessity preventing infection the latter. 


organisms always must con- 
sidered present compound fractures. 
The establishment infection avoided 
removing the favourable their 
growth. This procedure has been outlined. 


too strongly emphasized that 
antibiotics must not relied upon take the 
place the sound com- 
plete wound revision. are very 
useful adjunct surgical treatment, but they 
not prevent wound infection. 
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RADIOLOGICAL ASPECTS 
PEPTIC ULCER 


Singleton, M.D., F.F.R. 
Toronto, Ont. 


similarity symptomatology gastric 

and duodenal and the complications 
hemorrhage, perforation and obstruction, com- 
mon both, has led their being considered 
under the broad heading 
other reason for considering them together, how- 
ever, stress the difference other implica- 
tions the two lesions. The radiological demon- 
stration the stomach immediately 
raises the question whether benign 
ulcer carcinoma, and one spares 
effort the attempt differentiate the two. 
With duodenal ulcer, the contrary, one 
chiefly with the questions activity 
the ulcer, duodenal obstruction, perforation, 
acute plus evidence previous ulcer- 
ation. Duodenal ulcer usually quoted being 
four five times common ulcer. 
the past two years, our incidence has been 
four duodenal ulcers one ulcer; 2.8% 
duodenal also had ulcer, while 
11% ulcers also had duodenal ulcers. 
the duodenal ulcers, 82% were men and 
18% women; while the 75% 
were men and 25% women. 
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While radiographs the barium-filled stomach 
and duodenum may obtained with almost any 
x-ray machine, too strongly stressed 
that the proper radiological investigation the 
stomach demands careful fluoroscopy ex- 
perienced radiologist, including study 
the mucous membrane pattern the stomach 
and duodenum, well muscular activity 


and other characteristics visualized the 


filled stomach. Since the work 
and with compression spot-film radio- 
graphy, this method has come into common use, 
and, while not replacing the series films 
the filled stomach, may said that gastro- 
intestinal investigation should not conducted 
where such apparatus not available and where 
the operator has not taken considerable time 
familiarize himself with the normal mucous 
membrane pattern the stomach and duodenum, 
and the changes caused the presence 
disease (Fig. 4). 

The relationship gastrie cancer gastric 
has been the subject many contribu- 
tions the literature, and the quoted 
incidence the development cancer 
benign varies from zero over 60%. The 
important point, however, the radiologist, 
the clinician and the patient whether, 
the time discovery, the benign 
malignant. one excludes those cases which 
are obviously carcinomata and limits 
the differential diagnosis those eases which 
present problems, the following 
points will assistance differentiating 


between benign and malignant uleer. The 


addition the normal contour the stomach, 
lesion, which is, itself, subtraction 
from the general contour the The 
with its widest point its junction with the 
gastric lumen. presents smooth finely 
granular base (Fig. irregularity 
outline overhanging edges favour malignant 
uleer. Benign ulcers usually present rela- 
tively narrow zone inflammatory induration 
about them. Malignant frequently 
present wider zone infiltration. The 
mucous membrane pattern benign 
tends form radiating bars away from the 
the manner the spokes wheel, 
whereas with carcinomatous ulcer there usu- 


ally obliteration mucous membrane pattern, 
immediately surrounding the un- 
usual able palpate mass connection 
with benign whereas palpable mass 
relatively common accompaniment the 
malignant 

The size the practical value 
differentiating benign from malignant 
uleer. have, our records, many gastric 
uleers em. more diameter, which, either 
resection and microscopic examination, 
subsequent clinical course, and 


Fig. A.J.M. Benign ulcer, proved 
re-examination after medical treatment. Size 
em. diameter em. depth. 
characteristia appearance and location benign 
gastric Fig. 2—Mr. Malignant gastric 
uleer early carcinoma lesser curve 
end. measures 1.2 em. diameter. 
Note retraction surrounding wall. The whole ulcer 
contained within normal contour stomach. Fig. 
—Mr. M.P. Benign proved 
surgically. Fig. 4—Mr. E.B. carcinoma 
greater curvature. The lesion sharply outlined 
spot films with varying degrees pressure. 


examinations, have been proved benign 
(Fig. have also seen many gastric 
ulcers em. less diameter, which were 
cancers. 

The position the some help 
differentiating benign from malignant ulcer. 
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that zone the stomach bounded above 
point em. below the opening, 
inferiorly point em. proximal the 
teriorly the wall curved line 
between these two points, the maximum 
tance from the lesser curvature em. The 
remaining 10% benign ulcers are situated 
either above this segment the fundus, 
below it, the segment, the 
body the stomach the greater curva- 
described, and presenting the characteristics 
benign will, the vast majority cases, 
end present the greatest difficulty diagnosis 
any part the stomach. the 
first place, their demonstration rendered 
anatomical grounds. The fundus 
large. difficult visualize all portions 
tangent. The mucous membrane pattern 
subject the greatest normal variation 
any portion the stomach. Probably the 
difficulty arises, however, from the 
fact that not palpation under 
the and compression spot-film 
apparatus. our impression that 
this location are responsible for the greatest 
error differentiating benign from 
malignant the stomach (Fig. 2). 

Considerable controversy has existed with 
regard the relative incidence benign and 


the stomach. The segment 
generally being that portion the 
stomach some 214 em. length, immedi- 
ately proximal the which 
‘‘en masse’’ with each peristaltic 
wave. If, stated above, one limits considera- 
tion benign and malignant those 
eases which are not obviously ulcerating 
cinomata, the benign very much more 
the region than the 
malignant uleer. previous 
cases were proved benign and 
were malignant, benign malignant pre- 
uleer. the malignant pre-pyloric 
were called malignant single x-ray 
examination. The fourth case was erroneously 
interpreted benign ulcer, single exam- 
ination. this proportion 


sure, still hold, if, indeed, the figures 
would not inereased for benign ulcer 
(Fig. 3). 

Uleers near the greatest curvature 
the stomach are practically always malignant. 
The exceptions this rule are few that 
curvature ulcers must regarded 
malignant until proved otherwise (Fig. 4). 
has been stated that multiple the 
stomach are more likely malignant than 
benign, and, while true that carcinoma 
frequently shows multiple areas ulceration, 
not all uncommon find two more 
benign ulcers the stomach the same pa- 


tient, one time (Fig. 5). 


the above considerations, has been 
proved that the radiological examination, 
with the clinical history, will dif- 
ferentiate benign from malignant ulcer the 
vast majority If, however, the investi- 
gation follow-up discontinued this point, 
the errors, though relatively few, will tragic. 
feel that, spite modern advance 
apparatus, improvements methods 
examination, and there are only two 
ways being entirely certain that any gastric 
uleer not benign. The first proof 
that the patient subjected gastrectomy 
and that adequate examination 
competent pathologist done all portions 
the The second accepted proof, and 
believe, the preferable one, re-check the 
gastro-intestinal x-ray investigation, after the 
patient has been for period three weeks 
oné month, medical treatment with bed- 
rest. Our experience agrees with that 
that, ‘‘on bed-rest, benign will 
have diminished one-half its capacity 
days, with the exception the 
uleer, which may require three weeks 
slightly more reach the same stage’’. 
may stated here that re-examination, after 
ambulatory treatment, has not given nearly 
re-check findings, when the pa- 
tient has been treated bed-rest. ambula- 
tory treatment, gastric rule, require 
definitely longer periods time heal, than 
when the patient remains bed. addition 
the objective x-ray findings, one routinely 
obtains the voluntary statement from the pa- 
tient that symptoms disappeared with- 
week and frequently within two three 
days his going bed. While have 
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seen malignant ulcer heal under bed- 
rest, they heal very much more slowly than the 
benign ulcer, and the patient does not get the 
complete relief from distress short period 
after going bed. 


DUODENAL ULCER 


Well over 90% duodenal ulcers the 
first portion the remainder, the 
vast majority occur the second portion, above 
the ampulla Vater, with smaller number 
oceurring distal Duodenal ulcer 
usually single lesion, though two and even 


Fig. A.S. Three benign gastric ulcers 
same patient same time, one which pre- 
pyloric. proved benign microscopic section 
resected specimen. Fig. P.S. Duodenal 
Active ulcer crater shown compression spot 
films various projections. not shown well 
large films. Fig. Duodenal ulcer with 
perforation into common bile duct, with major 
hepatic radicles outlined with barium (internal biliary 
fistula). Fig. C.G. Jejunal ulcer mesial 
border efferent loop gastro-enterostomy, about 
distal stoma. This rather common location for 
jejunal ulcer. 


three different duodenal ulcers have been demon- 
strated the same patient the same time. 
pointed out above, also not uncommon 
find and duodenal ulcer the same 
patient. The direct signs duodenal ulcer are 
scar spasm, any combination 
these. The indirect signs duodenal are 


noted the stomach and vary with the stage 
the and with the degree duodenal 
obstruction. early active, 
duodenal ulcer, there usually hypertonus, 
hyperperistalsis and rapid emptying the 
stomach; while with long-standing, obstructing, 
duodenal ulcer, there usually hypotonus 
the stomach with ‘irregular, ineffectual 
stalsis even reverse peristalsis and slow empty- 
ing the stomach, The demonstration the 
the time, whether shown ‘‘en tangent’’ 
‘‘en face’’, with without compression. 
The demonstration sear within the caput 
indicates previous ulceration, but not necessarily 
active ulcer the time. The presence con- 
stant deformity plus spasm suggestive, but 
not conclusive, active ulcer. The arrange- 
ment mucous membrane pattern the duo- 
denum definite assistance toward the 
demonstration craters, noted above 
connection with the stomach. Spot films 
during fluoroscopy, with varying degrees 
pressure upon the and various projec- 
tions, are great value demonstrating the 
crater (Fig. 6)< 


pression films, and with mucosal studies, and 
serial films the filled stomach and duodenum, 
very high proportion duodenal are 
shown x-ray examination. Scars previous 
uleeration will frequently demonstrated 
well. probable, however, that number 
which spasm only visualized, may 
have small duodenal ulcers, the nature 
mucosal erosion, which are not demonstrable 
our present methods and apparatus. 

stomach, one does not have the fear possible 


While primary carcinoma the 


duodenum does rare, and there 
very little show that super-imposed 
upon duodenal The complications 
obstruction, perforation and hemorrhage must, 
however, constantly borne mind. The 
presence obstruction duodenal uleer will 
shown gastric residue the time the 
examination, and the presence six-hour 
residue ambulatory patient. may 
well point out that, the obstruction com- 
plete, may not possible, the first exam- 
ination, positively differentiate between 
stenosing duodenal with obstruction, and 
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early obstructing annular the 
pylorus. Re-examination, after period 
week ten days with the patient bed, with 
daily lavage, will usually permit posi- 
tive differentiation between these two condi- 
tions. Such procedure recommended 
eases complete obstruction the region 
the pylorus. 


Perforation duodenal may acute 
chronic. When acute perforation sus- 
pected, one does not, course, give barium 
meal. The patient examined plain films 
following fluoroscopy, erect, lateral re- 
positions, both. have found 
antero-posterior films with the patient lying 
the left side very useful, the free gas 
showing plainly between the lateral border 
the liver and the right lateral abdominal wall. 
the reverse this position, the right lateral 
value when the question left-sided sub- 
gas under consideration. 


Chronie perforation duodenal ulcer oc- 
seen. The perforation walled off 
inflammatory reaction, the penetration being 
prevented from entering the free peritoneal 
These are usually posterior wall perfora- 
tions the second portion, and may 
form sinus penetrate into adjacent 
viscera, notably the common bile duct, form 
internal biliary fistula (Fig. 7). 

Hemorrhage from duodenal ulcer, and upper- 
intestinal hemorrhage general, presents 
very definite problem the radiologist. While, 
most upper-intestinal hemorrhage, 
the cause the hemorrhage found either 
the the stomach, the duodenum, 
one continually impressed with the number 
both, and clinical story which suggests ulcer, 


but, which repeated careful radiological ex-: 


amination fails reveal the site from which the 
hemorrhage occurred. Whether these hemor- 
rhages from mucosal erosions which are 
simply error technique which fail 
demonstrate ulcers, not certain. With 
regard the time interval following 
rhage, when radiological examination may best 
out, some difference opinion exists. 
have felt that wise wait for week 
ten days after evidence active hemorrhage 
has disappeared before conducting radiological 


investigation the stomach duodenum. 
shorter interval might raise the possibility 
the examination causing further hemorrhage, 
and longer interval introduces the possibility 


ulcer healing, between the time the 


hemorrhage and the time the radiological 
examination, 


Duodenal ulcers not heal rapidly 
similar size, nor does. the 
prompt disappearance symptoms medical 
treatment indicate that the ulcer 
either the duodenum the Apart 
from the extremely small duodenal ulcers 
the nature mm., the average time re- 
quired for ulcer heal the neighbour- 
hood one three months, before all evidence 
active crater disappears. 


complete without least brief note the 
investigation the postoperative stomach, ‘and 
consideration gastro-jejunal stomal 
and jejunal ulcerations, jejunal are con- 
siderably more common than those 
directly the stoma. Demonstration the 
done. the same method for 
duodenal ulcer, namely, careful study 
mucous membrane pattern means spot 
films with varying degrees compression and 
gastric filling, and serial films the filled 
stomach. Their presence may suspected 
enlargement gastric particularly those 
adjacent the stoma, and enlargement 
coarsening the valvule conniventes the 
stomal loop. positive diagnosis how- 
ever, must rest upon demonstration the 
actual itself (Fig. 8). with duodenal 
ulcer, there will occur certain number cases, 
which, following gastro-jejunostomy, develop 
hemorrhage, and which may not possible 
demonstrate the actual crater. The number 
these will fewer than the non- 
operative group. 


SUMMARY 


The close correlation clinical and radiologi- 
eal findings will lead diagnosis 
the great majority ulcerative lesions the 
stomach and duodenum. The value re-check 
radiological examination during treatment 
these lesions, particularly gastric ulcers, 
not too greatly emphasized. the duty 
the clinician follow closely every case 
gastric until the lesion proved benign 
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COMPARATIVE STUDY 
CONTINUOUS SPINAL AND 
CYCLOPROPANE WITH CURARE* 


Dorothea Wardrop, M.D. 
Winnipeg, Man. 


RIOR the year 1939, the generally ac- 

cepted methods and analgesia 
for major abdominal surgery were: intra- 
tracheal ether, cyclopropane with controlled 
respiration and high spinal. The disadvantages 
and limitations each these were fairly 
obvious all who used them. mention only 
few: (1) The unpleasant slow process in- 
duction with ether. (2) The 
upset consequent upon long and deep 
ether anesthesia. (3) The extensive loss 
body fluid through perspiration many ether- 
ized patients. (4) Prolonged post-anesthetic 
recovery period. (5) Inadequate relaxation 
with cyclopropane unless frequently pushed 
depths dangerous the patient. (6) The spinal 
analgesia not high enough for the 
operative procedure. (7) The spinal analgesic 
effect wearing off before the operation was 
(8) single large dose spinal 
analgesic drug suitable for the surgeon’s pur- 
pose proving overpowering sick, emaciated, 
poor-risk patient. 

Hence irate surgeon, harassed 
thetist and more less prostrated patient 
not infrequently the operating 
room. and more difficult operative 
procedures were being contemplated and new 
agents techniques had found order 
that the anesthetist might facilitate the sur- 
geon’s work with the least possible danger 
the patient. 

1939 Philadelphia began his 
work with new technique for producing spinal 


Read the Seventy-eighth Annual Meeting the 
Canadian Medical Association, Section 
Winnipeg, June 26, 1947. 


analgesia which continuous (serial, 
fractional, controllable, intermittent) spinal 
anesthesia. Here then appeared solu- 
tion least some the previous difficulties 
and many surgeons and anesthetists were more 
than glad give this apparently rational new 
method try. The advantage namely that 
small initial dose drug may 
administered, sufficient for incision and explo- 
ration the abdomen with additional amounts 
the drug being added from time time 
the surgical procedure the subjective com- 
plaints the patient require. this way 
attempt was made administer dose drug 
sufficient produce the desired level and 
degree more and less. 


have personally administered this type 
anesthesia 110 slated for major ab- 
dominal procedures. These were all selected 
considered poor surgical risks because 
such extreme emaciation, ex- 
treme obesity, low hemoglobin, jaundice, hyper- 
tension, acute chest conditions, 
diabetes, cases for which the routinely used 
anesthetics were considered inadequate un- 
desirable. 


Adequate preoperative preparation all pa- 
tients and more especially those very often 
poor risk patients who were about undergo 
major abdominal surgery was considered 
prime believe that the ulti- 
mate prognosis many these cases depends 
very much this particular factor. Most 
surgeons appear realizing this also and 
close attention being paid preoperative 
fluid balanee, blood proteins and electrolytes, 
hemoglobin, ete., attempt approximate 
the normal physiological state. Patients should 
never rushed into operation without proper 
assessment heart, lung, kidney and liver 
Heart cases, particularly hyperten- 
sives, should have least several days’ rest 
bed with sedation necessary, although active 
movements should encouraged. Those with 
chronie chest conditions may require penicillin 
inhalations, posturization 
chest should postponed pos- 
sible and later given penicillin before and after 
operation. Depleted liver reserves should 
inereased glucose orally and intravenously 
and vitamins administered those whose diet 
has been deficient. Other conditions such 
diabetes, decompensated heart disease, ete., 
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must recognized and treated accordingly. 

immediate preoperative care, ade- 
quate sedative the night before important, 
also visit from the anesthetist this 
all possible. Many patients appear much 
more apprehensive the anesthetic than 
the operation and few words explanation 
what they may expect this regard may 
much assure them good night’s rest. 


relaxed sleepy patient desirable where 
with this end mind the for 
the continuous spinal cases was usually heavier 
than that given before general 
was our practice give phenobarbital gr. 
gr. two hours preoperatively followed 
morphine sulphate, gr. 1/6 gr. 1/4 and 
atropine gr. 1/150 scopolamine gr. 1/100 one 
hour preoperatively the age and condition 
the patient indicated. With this type 
pre-medication only the 110 cases were 
described nervous and apprehensive when 
they came down the operating theatre. 

The technique used was that 
Lemmon, the patient lying his right side 
specially constructed mattress. Each received 
preliminary intramuscular injection 
mgm. ephedrine, five ten minutes before the 
spinal drug was injected. skin and sub- 
cutaneous tissues were punctured with No. 
spinal needle. This was then removed and 
the tract followed malleable needle the 
same size until spinal fluid was obtained. Novo- 
considered the least toxic, shortest 
acting drug, was used all cases; 500 mgm. 
spinal fluid Luer-Lok syringe which was 
subsequently connected length fine bore 
rubber tubing, the other end which was at- 
tached the malleable needle now bent 
right angle the patient. After the initial 
injection had been made the patient was gently 
turned his back and the head the table 
slightly lowered permit some upward flow 
the drug due gravity. The puncture was 
made between L1-L2 L2-L3. Almost all pa- 
tients received nasal oxygen throughout the 
operation and also fluids, either glucose 
saline distilled water blood plasma. 
Sixty-six the 110 received blood during the 
operation. Fluids were started immediately, 
before the patient’s condition showed the need 
for such procedure. 


Canad. 
April 1948, vol. 


Many the this method have 
been considered technical. Practice does 
away with some them and others did not 
seem too important this particular series. 
minutes between the time the anesthetist com- 
his work and the time that the patient 
was prepared and ready for the incision. 
suitable mattress almost necessity although 
our first cases were done with roll placed 
under the lower ribs, similar gall bladder 
rest, keep the needle from touching the table. 
The malleable needles require frequent replac- 
ing because difficult insert too soft 
needle and also because previous bendings may 
have weakened it. (No needles were broken 
this series.) The increased difficulty making 
the puncture with malleable needle was evi- 
the fact that cases the needle 
had withdrawn from the skin and second 
puncture made; this had done 
twice. There were infection. 
only two cases was impossible make 
puncture, both old men with very firm inter- 
spinous ligaments. One was subsequently given 
the spinal with ordinary stiff needle. 
two cases, spite excellent exchange the 
failed take and inhalation 
thesia was necessary. two the tubing 
became disconnected from the spinal needle 
and was used for closure. 
zase did the needle once inserted become dis- 
lodged from its position the subarachnoid 
space. 

one his articles, Lemmon stresses the 
value being able end the analgesia any 
time drawing off spinal fluid from the canal, 
particularly advantageous where toxic reac- 
tions have developed where the operative 
time has been shorter than anticipated. one 
where considerable amount spinal 
fluid leaked out through faulty tubing, com- 
plaint was made the patient spite high 
abdominal surgery being performed. 
interesting note also that this patient had 
not even slight postoperative headache. 


The initial dosage varied from 
100 250 mgm. 


Mgm. 100 125 150 175 200 225 250 


Subsequent doses mgm, and 
ally 100 mgm. were added required. 
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The effect took place within two minutes and 
lasted variable length time. 
Total dosage varied from 150 750 mgm. 


Mgm. novocaine .... 150 


supplement requested the same for 
subsequent operations. The 
course was generally smooth, requiring 


200 250 300 350 400 450 500 550 600 650 700 750 


The operative time ranged from 240 
minutes. 

Certainly such large dosage would have been 
impossible had the single dose technique been 
used, was they were tolerated very well. 
Nearly all petients received oxygen routinely 
and only two complained smothering feel- 
ing with shallow respiration. This cleared 

Thirty-eight received morphine gr. 1/4 1/6 once 
twice during operation. 

Five received pentothal intravenously because 

Seventeen received ephedrine mgm. during 
the operation. 

One received 

Relaxation was considered the surgeon very 


good all cases except these were judged 
fairly good, was slow coming and was poor. 


Low blood pressure was easily counteracted 
administration blood, plasma, glucose and 
lowering the head the table. 


this series there were deaths the 
operating room and deaths the hospital 
attributable the There were 
Two eases died post- 
operative hemorrhage, cases died with peri- 
tonitis and one with pulmonary tuberculosis. 
Analysis types operation, age groups, 
blood pressure variations during operation and 
postoperative complications will given later 
when comparison can made with results ob- 
tained when patients received 
with curare anesthesia instead continuous 
spinal for major abdominal surgery. 


From the surgeon’s point view then this 
type anesthesia seemed fairly acceptable. 
Relaxation was satisfactory and there was 
time limit the anesthetic. The disadvantage 
far the patient was was the 
sometimes difficult spinal tap and the 
trauma being conscious during long tiring 
procedure. Small doses pentothal intra- 


venously might obviate this although 
the disadvantage this the loss 
tion the patient estimating the height 
which the spinal analgesia has Two 
patients who had long common duct 
explorations under continuous spinal without 


minimum nursing return the ward. 
The anesthetists’ worries were chiefly technical. 

1942, the work Griffith and 
was made and subsequent glowing re- 
ports other anesthetists using the new 
purified form (Squibb-Intocostrin) 
adjunct anesthesia stimulated ven- 
ture into this new technique. Once again ad- 
vantages were immediately apparent. 
special apparatus was required. 
quickly and pleasantly induced with 
pentothal. The patient was 
kept about the 2nd plane 3rd stage 
anesthesia and relaxation comparable that 
under spinal analgesia was obtained the 
intravenous administration the drug 
the use the drug, beyond the 
presence the disease myasthenia gravis. 
Therefore, any patient who could tolerate 
moderate amounts could 
equally tolerate the new combination 
propane with 


From March 1945 January 1947 this 
thetic was personally administered 
over 400 consecutive cases undergoing major 
abdominal procedures with apparently great 
the 400 patients, were con- 
sidered operative risks, 189 
fairly good, 162 only fair, poor and bad. 
The surgeons were particularly pleased with 
the results. Relaxation could obtained 
quickly and will, the patient’s general con- 
dition during operation was seldom ever 
alarming and was sent back the ward 
with warm, dry, pink skin, awake very 
nearly so. The surgeon maintained also that 
the postoperative course especially old poor 
risk patients was highly satisfactory. The im- 
pression obtained from the surgeons was that 
last anesthesia panacea had been found. 
However, the decided reserve 
judgment until observation 
made and results compared with those 
obtained from the continuous spinal 
The number constant factors 
these two series may make them some value. 
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over 75% cases, the surgeon-anesthetist this type airway considered the 


combination was always the same and hence 
the patients received fairly type 
pre- and post-operative 

The preoperative preparation was essentially 
the same was mentioned regard the 
continuous spinal series. Lighter 
tion was found preferable, depressed 
respiration being hindrance rapid indue- 


tion with Morphine and atropine 


were given one hour preoperatively. barbi- 
turates were used. this series cyclopropane 
was the only anesthetic with the exception 
several which sodium pentothal 
tion was especially requested. The induction 
almost all cases was quite smooth. Endo- 
tracheal tubes were inserted all but four 
five cases. This was one the reasons why 
induction was preferred pento- 
thal, the danger spasm being somewhat less 
during the process intubation under that 
anesthetic. edentulous patients the tubes 
were inserted orally under direct vision and 
those with teeth soft rubber Magill tube was 
passed through the nose. Approximately 50% 
the patients were intubated orally and 50% 
nasally. only patients with teeth was 
impossible insert the tube easily and 
thesia was carried with Guedel pharyngeal 
airway only. not felt that endotracheal 
tube absolutely essential the safe 
tion this type anesthesia but has 
obvious advantages and have yet regret 
having inserted one patient undergoing 
major abdominal surgery. well known 
fact that the margin between perfect abdominal 
relaxation and respiratory depression due 
paralysis may very and 
not infrequently the respiratory be- 
comes noticeably decreased and may 


Some writers believe that curare has 
central action but experimental 
and experience tending disprove 
has been our experience more than 
once observe patient with inadequately 
relaxed abdominal musculature state 
sidered due some central action taking 
place before the full peripheral effect has 
curred. just one more safeguard for the 


patient have endotracheal tube place 
should respiratory depression occur, 


most effective for administering artificial respi- 
ration. may difficult insert the endo- 
tracheal tube after respiration has ceased and 
the anesthetist made appear out control 
the situation. Again have seen least 
one which had pharyngeal airway only 
the stomach become extremely distended 
attempt air into the lungs during 
period Also with endotracheal 
tube place the anesthetist’s hands are left 
free such things taking and recording 
blood pressure and pulse, starting intravenous 
fluids, ete., without fear that even for short 
time the patient’s airway may have 
partially 


After intubation, the curare was injected 
intravenously usually about five minutes before 
the abdominal incision was made. The average 
time from onset incision was 
about ten minutes, gain probably ten 
minutes over the preoperative preparation time 
required giving continuous spinal anes- 
thetic. was noted that very small amounts 
were required keep the pa- 
tient the desired level anesthesia, the 
curare somehow seeming sensitize the indi- 
vidual the gas. Dosage curare could not 
pre-determined weight age. Fat, 
flabby people took much less proportion 
their size. Elderly debilitated patients toler- 
ated curare very well. The average initial dose 
intravenously five minutes before the incision. 
second dose was frequently given 
just before the peritoneum was opened. 
most this was found sufficient for 
exploration the abdomen and frequently 
lasted until closure. the operation was 
lengthy one doses were repeated 
minute intervals. Total dosage varied 
from 7.5 (20 150 mgm.) and the 
operative time from 210 minutes. 


was considered advisable give the last 
dose curare minutes before the end 


the operation that the full ‘effect could 


noted before the patient was returned 
the ward. 

Respiratory depression was noted 153 
these 100 were slight and required 
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pressure the rebreathing bag for varying 
periods. None caused alarm. Only cases had 
severe depression with apnea for same length 
time. Neither received prostigmine and both 
recovered spontaneous respiration before the 
end the operation. Relaxation was satis- 
factory all but cases. these were 
considered fairly good, fair and poor. 

Some the cases appeared really re- 
sistant the curare and some had marked 
respiratory depression with inadequate muscu- 
lar relaxation. few this depression was 
attributed too heavy 
were used any during opera- 
tion. Fluids were administered indicated 
the previous series. Patients were watched 
very closely for evidence depressed respira- 
tion fall blood after removal 
the anesthetic mask and oxygen; hyperventila- 
tion with dioxide and fluids were used 
counteract this. There were deaths the 
operating room. Twelve deaths 
hospital (3% the total cases). Five cases 
had inoperable carcinoma, died from pulmon- 
ary embolus and from coronary occlusion, 
from general peritonitis. Two patients aged 
who had had hemicolectomy total 
gastrectomy respectively for carcinoma had 
gradual downhill courses, with atelectasis and 
pleurisy. One that female aged 60, 
poor risk, had repair huge ventral hernia 
necessitating resection considerable amount 
intestine permit closure. Operative time 
was 130 minutes and used. The 
patient’s colour was poor throughout although 


responsibility see that the surgeon 
quainted with all the data has 


the patient may receive adequate care 


his return the ward. Oxygen, sedatives and 
analgesics, should administered necessary, 
care being exercised not depress the respira- 
tory centre especially older people. With 
give morphine almost immediately return 
the ward, the patients waken quickly, 
feel pain, and not infrequently become restless 
and almost hysterical for short period. Care- 


TABLE 


Continuous Cyclopropane 


Operations spinal curare 
Gastro-enterostomy ........... 
Cholecystectomy ....... 121 
Common duct exploration ...... 
Cholecysto-duodenostomy ...... 
Bowel resection and 
Abdomino-perineal resection .... 
Diaphragmatic hernia ......... 
Exploratory laparotomy ........ 

110 400 
Cases malignancy ...,...... 104 


ful observation fluid prime im- 
with, course, administration 
blood plasma and other supportive measures 
indicated. The patients were encouraged and 
even forced move around bed, breathe 
deeply and cough any collection mucus 
—the last process being assisted CO, inhala- 
tions several times day. Elderly patients 
were made ambulant early possible. 


TABLE 
Cyclopropane with curare ...... 102 115 57.0 28.2 


pulmonary ventilation (tested 
seope) and blood pressure were excellent. This 
condition persisted for three days postopera- 
tively and patient died with diagnosis toxie 
with periphero-vascular failure. 
Postoperative care extremely important 
and the anesthetist does well consult with 
the surgeon regarding this period the former 
alone knows through observation the 
way which the patient reacted the opera- 


Table illustrates the type for which 
anesthesia was administered the two series. 
Table shows the age groups involved. 

Tables III and give some idea the varia- 
tions blood pressure during the two types 
anesthesia. 

the continuous spinal series 110 
suffered mild degree shock during 
operation and had more severe drops 
blood pressure readings. Only one case gave 
any after return the ward. the 
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TABLE III. 
BLOOD PRESSURE VARIATION 


TABLE IV. 
PRESSURE FELL BELOW—DURING OPERATION 
Final B.P. 


400 cases cyclopropane with curare there 
were cases mild shock and more severe. 
Though there were only cases with immediate 
postoperative systolic pressures below 100 
mm. mereury, there were cases 
mild shock return the ward and 
fairly severe, illustrating the danger post- 
operative circulatory collapse after anesthesia 
with 


Table lists the postoperative complications. 


TABLE 


110 Cases 400 Cases 
continuous cyclopropane 


Complications spinal with curare 
Pulmonary 
Lobar pneumonia .......... 
Bronchopneumonia ........ 
Cough with sputum ...... 
Pulmonary embolus ...... 
Cardiovascular 
Coronary occlusion ..... 
Peripheral failure ........ 
Urological 
Mild retention ............. 37% 
Severe retention (4-14 days) 


would appear that both types anes- 
thesia, continuous spinal and cyclopropane with 
are suitable for major abdominal sur- 
gery. Both can made provide satisfactory 
abdominal muscle relaxation for long periods 
time. Continuous spinal anesthesia requires 
special apparatus and about twice much time 
prepare the patient for the surgeon. Under 
the spinal also, the patient’s general condition 
did not seem quite satisfactory 
under the general anesthetic, the systolic blood 
pressure frequently falling below 100. How- 
ever, the postoperative courses and complica- 
tions were not noticeably different the two 


types anesthesia. The chief advantages 
the curare method are the ease 


administration, the profound relaxation 


without evidence and rapid recovery. 

There doubt that has definite 
place the armamentarium but 
only time and experience will tell just what this 
place should be. The aim administer 
agents which will interfere little possible 
with the normal physiological functigns the 
patient and too early say that curare 
affects these not all. Most surgeons willingly 
give the anesthetist his due for greatly 
reduced postoperative mortality and morbidity 
rates over the past few years. But sure 
there still much done the field new 
agents and techniques before shall able 
sit back satisfied that our statistics are the 
best that obtained. 
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L’anesthésie spinale continue cyclopropane- 
curare sont deux bons modes d’anesthésie chirurgie 
abdominale. premier demande des préparatifs assez 
longs constitue une perte temps; par ailleurs, 
observe cours spinale des chutes 
parfois importantes tension systolique. Avec 
second mode est 
simplifiée musculaire est tout aussi 
bon. temps consacrera curare est 
encore trop pour affirmer que produit est 
dépourvu d’effets nocifs. JEAN SAUCIER 
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THE DIAGNOSIS TUBERCULOSIS 
THE PRESENCE SILICOSIS* 


Lee, M.D., F.C.C.P. 
Hamulton, Ont. 


problem diagnosing active pulmonary 

tuberculosis eases silicosis sometimes 
extremely For this reason review 
was made 100 silicosis admitted 
the Mountain Sanatorium for investigation for 
active tuberculosis. 

the production silicosis, first neces- 
sary that the individual exposed adequate 
amounts silica dust for long period time. 
The dust particles must small, under ten 
microns size, order remain suspended 
air, and inhaled into the lung. The finer 
particles, about three microns size, are the 
more dangerous ones. Having gained entrance 
into the fine bronchioles and alveoli, some 
particles may removed the mechanical act 
coughing but considerable proportion 
dealt with process phagocytosis. 

Dust particles are the mobile 
phagocytes into the vessels, many 
them coming rest the intra-pulmonary 
lymphoid deposits. More are borne along and 
deposited the tracheobronchial lymph nodes. 
The silica particles act irritant, 
ing fibroblastic response and the formation 
fibrous nodules. The classical pathological 
silicosis that diserete nodular 
fibrosis when produced the inhalation 
pure silica. silicosis pro- 
duced dusts which silica mixed with 
other dusts anthracite coal miners, the 
nodules not possess clear-cut appearance, 
but tend have projections extending 
into the lung tissue well inter- 
stitial fibrosis. the initial phase silicosis 
the nodules are size, but 
the condition progresses, the nodules become 
larger, reaching size 3to6mm. The lower 
portions the lungs may contain few nodules 
owing the development emphysema 
these areas subsequent the contraction the 
many fibrous foci other parts the lung. 
early cases, the tracheobronchial lymph 
nodes are enlarged, but the sear tissue con- 
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tracts, they shrink and become exceedingly 
hard. 

Ordinarily, the period exposure necessary 
develop silicosis least three six and 
often ten more years. However, under con- 
ditions where excessive amounts fine, pure 
are inhaled, only months are 
necessary. The overwhelming deposits silica 
stimulate connective tissue every part the 
lung the same time, producing diffuse, 
generalized type fibrosis. The nodular stage 
silicosis associated with definite increase 
susceptibility tuberculosis. Experimen- 
tally, great deal work was done Gardner 
Saranac Lake, who investigated the reaction 
tuberculous animals various types dust. 
Animals were inoculated with low virulent 
strain bacilli and then dusted for 
periods with different dusts. Quartz, granite 
and dust produced inereased dis- 
ease, even reactivating previously inactive 
tuberculous lesions. The combination silica 
dust and bacilli produced great deal 
more fibrosis than the silica dust alone. This 
pointed the massive types involve- 
ment being 


Silicosis presents symptoms which are 
The following symptoms are 
and compared with those 
cated silicosis. 


commonest symptom encountered 
shortness breath. This may very slight and noticed 
only considerable exertion, may amount extreme 
dyspnea even rest. the infected case, dyspnea 
becomes more severe due increasing fibrosis and 
toxicity. 

silicotics complain troublesome 
This cough differs from that resulting from 
simple irritation due dust, which clears upon removal 
from exposure. usually more pronounced the 
morning. the typical simple silicotic, usually yn- 
productive. the infected case, cough becomes more 
troublesome and productive, sputum varying from thick, 
tenacious mucus foul, purulent material. Coughing 
spells may become very severe and exhausting. 

Chest pain.—Many complain chest dis- 
comfort varying from feeling tightness the chest 
the sharp pain, typical pleurisy. rather 
late symptom simple silicosis. pain sug- 
gestive complicating infection. 

hemoptysis seldom occurs 
the simple but occasionally blood-streaked 
sputum may present following severe coughing spells 
(see Table VI). must, however, always 
considered suggestive tuberculous complication. 

General loss weight, 
digestive disturbances, night sweats, insomnia, dizziness, 
are not characteristic uncomplicated silicosis, but 
are apt present infection supervenes. 

The signs silicosis are also not pathognomonic. The 
following may found: 

General appearance.—In early uncomplicated cases, 
the appearance unchanged. There may even gain 
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weight due decreased physical activities. the 
condition advances, respiratory embarrassment increases 
and there loss muscle tone. When infection occurs, 
the appearance sooner later becomes that chronic 
phthisis. 


Chest expansion gradually becomes decreased ac- 
cording the extent involvement. This decrease 
bilateral, but pronounced infection, the decreased 
expansion may more marked the affected side. 


Physical examination.—The percussion note usu- 
ally impaired. The breath sounds tend distant, 
with prolongation expiration. Occasionally, simple 
silicosis, can elicited, the commonest site being 
the area. general however, 
should looked with suspicion indicating com- 
plicating infection, and the presence tuberculosis 
should ruled out before accepting the case simple 
(see Table IT). 

Cyanosis not prominent sign nor clubbing 
the fingers except old, long-standing cases with 
massive fibrosis. Where cyanosis present other dis- 
abling states, possibly origin should sus- 
pected. 

Temperature elevation (see Table 
very rarely elevated uncomplicated silicosis and 
almost invariably indicates accompanying active 
fection. 


TABLE 


SILICOSIS AND TUBERCULOSIS 
FINAL SUMMARY—100 CASES 


Proved T.B. Not proved 


TABLE 
Pos. Neg. sputum 
sputum pos. Neg. 


This shows that high percentage cases which 
rales were found, occurred positive sputum group. 


TABLE 
Sputum Positive Negative 


This shows high percentage positive sputum tests 
those cases having more than one ounce sputum 
daily. 

The skin test may assistance 
diagnosis and when found negative 
mgm. dose indicates the absence tuber- 
culous infection (see Tables IV, and VI). 
Rare exceptions this may occur, such 
the and fulminating tuberculous 


TABLE IV. 


Symptoms pos. sputum neg. T.B. 
Wheeze ...... See Table VI. 
TABLE 
Sputum negative positive X-ray infection 
Yes Neg. 1:400 1:10 Yes 
Yes Yes Neg. 1:1,000 1:400 Questionable 
Yes Neg. 1:100 1:10 Yes 
Basal Pos. 1:400 1:100 Yes 
Neg. 1:400 1:00 Questionable 
Neg. 1:1,000 1:400 Questionable 
Yes Neg. 1:400 1:10 Questionable 
Yes Neg. Neg. Questionable 
This lists cases that first tuberculin skin test were negative but higher dose were 
positive. 
TABLE VI, 
TUBERCULIN NEGATIVE MGM, 
Occupation Age Stopped Temp. Colour X-ray Infective 
ago 
ago 
ago 
ago 


This lists cases, the group 100 under discussion, found negative mgm. 
tuberculin skin test. case with mgm. negative test was demonstrated having tuber- 
(All positive sputum cases that received tuberculin tests gave positive reactions.) 
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Laboratory examinations are very little 
practical value the diagnosis silicosis. 
Estimations sputum silica content have been 
carried out, well urine silica determina- 
tions. However, these tests not provide 
practical methods. The chief value 
laboratory investigations the sputum 
examination for the presence tubercle bacilli. 
The difficulty demonstrating tuberele bacilli 


silicosis well-known and before 
the sputum stated negative for tubercle 
bacilli, repeated cultures guinea pig 
tions should done (see Case 4). 

The radiological examination the lungs 
provides the most reliable method diagnos- 
ing silicosis during life. the early stage, 
there thickening the hilus shadows and 
linear markings the lung paren- 
This change not sili- 
cosis and may present from any irritant dust 


producing some degree lymph 
congestion. However, the condition becomes 
more marked, definite nodules appear and are 
discrete appearance according the purity 
the inhaled dust. The shadows are always 
bilateral and appear more less throughout 
the whole lung field. They appear primarily 
the mid portion the lungs generally first 
the right side. The diagnosis silicosis, 


Gardner, not warranted short 
the appearance nodular shadows. The indi- 
vidual nodule may small, the size pin 
head may moderately large, mm. 
diameter, but the size the nodules any 
single simple silicosis roughly 
uniform. 

early silicosis, addition the nodular 
shadows, the shadows the hilus are 
and the linear shadowing stands out promi- 
the nodulation progresses, the linear 
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shadows become less prominent, and the hilus 
shadows recede. Persistence the hilus shadows 
should looked probable in- 
fection (see case 1). Occasionally, simple 
silicosis, the nodular shadows may become con- 
This conglomeration probably 
lung injury, the result localized 
areas infection, which has the 
fibrous tissue growth these areas, but which 
the infective process has died out. The pleura 
may involved well simple silicosis and 
many apparently uncomplicated cases tenting 
the diaphragm present well oblitera- 
tion the angle. The character- 
appearance adhesions, however, seen 
more commonly the infective stage. 

When simple silicosis becomes infected 
complicated the following three changes are 
noted: (1) The well defined margins the 
nodules become fluffy (2) The 
nodules inerease size. (3) The nodules con- 
tinue enlarge and eventually they meet. This 
coalescence the nodules forms larger shadows 
and represents the most evidence 
infection. 


The presence cavitation usually implies 
tubereulosis but not necessarily so, 
necrosis may occur the central part 
fibrosed mass which, liquefying, 
empties out leaving definitely area 
(see 3). The two common sites which 
dense shadows indicative 
are the upper mid lung zones and the 
hilus. Large oval masses may 
present with radiating lines extending into 
the remaining lung tissue. These tail-like exten- 


sions from the main shadow tend extend 


downwards the base, often being attached 
the diaphragm producing the typical tented 
appearance. The pleura commonly grossly 
thickened the type which the consolidated 
mass extends the periphery the lung field, 
the thickened pleura merging with the consoli- 
dated lung. Adhesions between the diaphragm 
and the chest wall commonly and result 
obliteration the angles. 
Pleuro-pericardial adhesions may also present. 
The remaining lung tissue develops compensa- 
tory emphysema usually basal its distribution, 
although areas emphysema may observed 


any portion the lung not affected 


Emphysematous bulle may seen (see case 
and are occasionally the cause spontaneous 


pneumothorax. This complication invariably in- 
volves only portion the pleural space being 
limited dense adhesions. Pleural effusion 
rare occurrence silicosis. Simple silicosis, 
being bilateral, leaves the trachea the mid- 
line. When the trachea seen sharply deviated 
toward the one apex, very suggestive 
infection with contraction that 
side. 
TABLE VII. 
SUMMARY FINDINGS 100 CASES 


Occupation 
Years 
Foundry moulders, grinders, .... 22.5 
Stone cutters, quarry, etc. .......... 
18.5 


Average years. 

Average length stay months, 
excluding those cases with active tuberculosis remaining 
sanatorium over one year. 

Estimation length life after diagnosis 
tuberculosis was not quite three years, based those 
who died. 

Sixty-five were shown have active tuberculosis 
positive sputum, post-mortem examination, other 
bacteriological test. 


TABLE VIII. 
X-RAY FINDINGS 


cases 
(Neg. sputum) 


Moderately advanced ............ 


Hilus exaggerated ............... 
Displaced trachea .24 


Minimal, moderately advanced, far advanced—refers 
total degree parenchymal change due both sili- 
cosis and 


TABLE 
CAUSE DEATH—34 CASES 


Considered Considered 
Tuberculosis Non-T.B. silicosis 


82% 


*Two died non-tuberculous pneumonia (on 
post-mortem). Four cases died extensive pulmonary 
fibrosis, without evidence active tuberculosis. 

The one case listed ‘‘no silicosis’’ died miliary 
tuberculosis shown post-mortem 
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CASE 

Grinder, years. Cough, sputum, ounce daily, 
dyspnea—six months. right upper. Sputum 
test—concentration positive for tubercle bacilli. Tuber- 
skin test positive. Temperature was normal until 
two-months after the film shown was taken when acute 
pneumonia occurred, causing death 
(Fig. 1). Note the enlarged hilus glands and coalescing 
shadows upper right lung superimposed silicosis. 


CASE 


Miner for years. Cough, sputum, two teaspoons, 
trace hemoptysis, weight loss and marked dyspnea. 
Temperature normal. Tuberculin skin test positive, but 
many sputum tests, including culture and guinea pig 
inoculation negative. Post mortem examination showed 
active tuberculosis but few fine calcifications, 
probably tuberculous etiology. Note massive con- 
glomerate shadows with extensive emphysema and 
formation, especially the right base (Fig. 2). 


CASE 


Miner for years. Tomograph x-ray Fig. show- 
ing dense masses both lung fields, containing 
cavities, possibly due necrosis. Many sputum 
tests, including two guinea pig inoculations, failed 
show the presence tubercle bacilli, although the pa- 
tient’s tuberculin skin test was finally shown 
positive when repeated with mgm. dose. Tempera- 
ture remained normal patient was eventually dis- 
charged from sanatorium. 

CASE 


Sand blaster for years (10 years before film; 
Fig. Shadows had shown recent extension and case 
was therefore admitted for investigation. Many sputum 
tesis, including cultures, were negative for tubercle 
bacilli. skin test has remained repeatedly 
negative mgm. dose. This case has been under 
observation for three years and has not been proved 
tuberculous. 


SUMMARY 


review 100 cases silicosis investigated 
for active tuberculosis has been presented, and 
the diagnosis complicated silicosis 
complicating active tuberculous condition 
toms—cough 
hemoptysis; pain; loss weight. (b) Signs— 
limited chest expansion one side; the pres- 
ence rales physical examination; elevated 
temperature. (c) Radiological changes 
ing coalescing shadows especially unilateral 
extent, large hilus glands, 
tation displaced trachea. 


The absence positive tuberculin test 
mgm. dose old tubereulin probably 
rules out diagnosis tubereulosis unless the 
patient acutely ill. The proved diagnosis 
complicated silicosis made only demonstra- 
tion bacilli, 
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LEVELS 
DIFFERENT AGES 


Pett, Ph.D., M.D. and Ogilvie, B.A. 


Nutrition Division, Department National 
Health and Welfare, Ottawa, Ont. 


established medicine for nearly 
century. Many methods measuring hemo- 
globin concentration have been developed, usu- 
ally involving comparison colours, 
individuals are notably different their 
this continent there are still 
common use the Tallquist paper scale method, 
the Dare, and least two different 
Sahli standards. Britain the 
Gowers method, using monoxide, has 
held the field for many years, and was used 
the wartime Hemoglobin Survey.? Confusion 
has arisen comparing the results obtained 
using different standards. 

The recent trend express all these results 
‘‘grams hemoglobin per 100 ml. 
has lulled many into false idea 
their estimation since method actually 
measures hemoglobin such, and all methods 
therefore involve computations which are not 
equally The Medical Research Coun- 
cil Report? and other recent give ample 
various During the 
present study several instruments 
were purchased, each one the 
Each instrument gives dif- 
ferent result with the same blood, drawn the 
same pipette and same person. These differ- 
ences between instruments high 
gram Small differences may found 
between two instruments from the same manu- 
facturer. Thus even the purchase expensive 
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apparatus avoid personal errors colour 
comparisons does not guarantee accuracy, and 
there appears need for more investiga- 
tion differences hemoglobin values arising 
from the use different instruments. These 
questions are being investigated and report 
may made later. 


With many procedural errors possible, 
not surprising that there general agree- 
ment just what constitutes ‘‘normal’’ hemo- 
globin, nor what point the concentration 
too low. Yet these are matters daily concern 
practitioners and hospitals. addition, 
their application interpreting results 
school surveys and other nutrition studies has 
been pointed out previous communication,* 
where the use distribution curves surveys 
was Figures showing the range 
population could great value, but few 
figures are available hemoglobin levels for 
Canadians different age, sex, occupational 
and other groupings. This paper presents such 
throughout, during nutrition surveys almost 
every Canada. While the averages 
and ranges are not necessarily ‘‘normal’’, yet 


they represent the largest collection 
figures yet reported for unselected people all 
over Canada, which differences due 
methods instruments could enter. They 
should therefore use anyone concerned 
with interpreting hemoglobin values. 


METHOD 
The usual 0.02 ml. finger-tip blood was 
pipetted into 0.1% sodium solution 


and read within few minutes battery- 


oxygen-capacity. Differences between pipettes 
have been found cause error high 
6%, that special selection, even certified 
pipettes, needed minimize this error. With 
any given pipette, and sample oxalated 
human venous blood, ten successive measure- 
ments gave variation less than 1%. Note 
has been taken the time taking sample, 
but averages for morning and afternoon 
samples have not been detectably different 
comparable groups. 
RESULTS 

The results are condensed into large table 
showing the percentage people found each 
age and sex grouping each level 
globin. This table shows the range values 
encountered, well the average hemoglobin 


TABLE 
PERCENTAGE PEOPLE CLASSIFIED INTO AGE AND SEX GROUPS, FOUND EACH LEVEL 
SURVEY RESULTS FROM VARIOUS PARTS CANADA. 
ALL OBTAINED THE SAME PROCEDURE SAME 


group Sex less 11.0 12.0 13.0 14.0 


14.1to Total Total 
15.0 16.0 over Hb. forage 
13.0 159 319 
12.8 377 712 
0.3 12.6 341 661 
13.2 254 476 
13.2 127 243 
12.5 108 158 
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MALE 


AGE GROUPS 


GMS. HAEMOGLOBIN PER 100 


FEMALE 


AGE GROUPS 


The averages each age group for males and for females have been graphically expressed the figure. 


and the total number individuals each 
group. 
DISCUSSION 

and Hawkins have made valu- 
able contributions this subject limited age 
groups and particular regions. Both have 
emphasized that survey values may not have 
been obtained representative samples, nor 
ean the state health known optimal 
all the individuals, only because defini- 
tion lacking. These reservations apply the 
present results. 

Comparison with these earlier reports 
liable fallacious because each report has 
used different method. The expression 
results grams does not lessen this problem 
unless the basis caleulation known 
the same. The average for women university 
age reported here corresponds more Pedley’s 
results than those Hawkins al. This 
may due the very small number such 
ages our sample. The slight rise noted 
Hawkins boys from 14, and the fall 
mentioned for adolescent women are both found 
here, but are not nearly marked. 


SUMMARY 


Hemoglobin estimations 3,148 people, 
aged 79, from nutrition surveys nearly 
every Province Canada have been tabulated 
show the proportion people each hemo- 
globin level, for age and sex. All estimations 
were done the same instrument. The average 


for all ages, male, was 13.5 gm. per 100 ml. 
blood, and for females 12.7 gm. Female 
averages showed definite trend, but varied 
irregularly from 12.3 13.2 gm. for different 
ages. Male averages showed definite increase 
from 12.0 gm. peak 14.5 gm. the 
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Des dosages sanguine ont donné 
les moyennes suivantes: pour sujets males tous 
ages, 13.5 gm. par ml. pour les sujets 
féminin, également tous 12.7 gm. Chez les 
femmes les moyennes ont varié entre 12.3 13.2 gm. 
selon les Les moyennes masculines ont révélé 
une augmentation nette: 12.0 gm. 14.5 gm. dans 
vingtaine. 


estimated that the cost the common cold 
the American people well over billion dollars year. 
Although the common cold generally considered 
minor infection, any disease that runs such astronomi- 
eal figures cost must rated high the list 
enemies the public Life Insur- 
ance Company, Statistical Bull., 28: 1947. 
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UNCOMPLICATED DUODENAL ULCER* 
(Physiology and Etiology) 


Dean Macdonald, 
St. Catharines, Ont. 


HIS discussion will err the side prac- 

dogmatism, rather than theoretical 
conservatism. The problem, which still only 
partly solved, will better understood the 
following definition kept mind: 


not disease entity until complications are allowed 
arise. localized structural (physical) symptom 
general autonomic nervous system imbalance. This 
imbalance probably concerns relative hypertonus 
that part the vagus apparatus controlling the tone 
and the intestinal tract, but especially 
the stomach and duodenum. is, therefore, partly the 
end result altered physiology. 
Altered physiology thus becomes the basic and funda- 
mental etiology. Duodenal ulcer never occurs the 
absence gastric secretion free HCl, pepsin, 
and usually associated with relative increase the 
amount free HCl. occurs commonly man, un- 
commonly woman, rarely pregnancy and more 
rarely animals. the absence optimum therapy 
the etiological factors often tend act continuously, 
and both the clinical and pathological states therefore 
tend progression and recurrence, and consequently 
other potential complications. Conscientious treatment 
based upon physiological and etiological factors, given 
co-operative patient who understands the problem 
will, the majority instances, preventive 
recurrences and 


Therefore, symptom ulcer should make one 
search for the cause the ulcer, as, for example, 
rectal bleeding makes one search for the cause 
the bleeding. 


TABLE 


BALANCE GASTRIC SECRETION 
(A) Stimulating mechanism 


(B) Inhibiting mechanism 


origin (1) one another 


action (2) Intra-gastric 

The physiology duodenal really the 
secretion, every body mechanism 
whether muscular, nervous, hormonal, 
wheel’’ which produces, and controls, 
normal balanced action between the stimulat- 
ing powers and the inhibiting powers. This 
balance may ‘‘upset’’ negative posi- 
tive way. function, this results 
relatively high acid balance, the stage set, 
combination with other factors, produce 


Synopsis part symposium peptic ulcer 
presented the Ontario Medical Association Annual 
Meeting, Toronto, Ontario, May 14, 1947. 
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duodenal providing, course, that the 
necessary ‘‘other factors’’ are present. The acid 
imbalance only one the links the chain 
physiological upsets which may lead the 
formation duodenal ulcer. 

Much the stimulation for the secretion 
acid originates centrally, the brain, and acts 
the stomach through the vagus nerves. This 
means that vagotomy abolishes the central action. 
this type acid secretion that easily 
altered This fact makes 
great interest the therapist, because 
now generally agreed that duodenal ulcer: 
accompanied quantity, not 
quality, such stimulated 
less continuously, during the long between-meal 
times when the stomach empty. This long, 
unopposed action increased free acid, par- 
ticularly during the night, probably the 
many the recurrences and other 
complications. The therapist must 
not rational treat patient for dur- 
ing the day and neglect during the night. 

The second phase not under the control 
any part the nervous system. The flow 
acid stimulated the dis- 
tension food (10%), and (b), chemical 
means, hormones (90%). Vagotomy does 
not decrease it. entirely local action 
for which food necessary. Thus there are 
two separate mechanisms which produce the 
gastric juices: one—the first phase—originates 
and acts through the vagus nerve; and 
the other—the second phase—originates locally. 

stimulation through the 
vagus nerve also produces increase the 
tone the stomach, Increased tone and motility 
therefore accompany increased secretion, and 
form the basis the ‘‘hyper-complex’’ 
activity common duodenal ulcer patients. 
This why the stomach often empties quickly. 
also why loss tone and dilatation the 
stomach are not uncommon after vagotomy, and 
why one the drainage operations often neces- 
sary overcome the gastric atony. (Recently, 
however, there has been reported the successful 
clinical use drug which has reduced the post- 
vagotomy dilation very much). thus becomes 
that the factors which produce, allow, 
this vagus hypertonicity with its resulting hyper- 
the stomach and duodenum are, 
indirectly, etiological factors. 
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TABLE 
PHYSIOLOGICAL PHASES DIGESTION 
Phase 
name Psychic cephalic-vagus Gastric Intestinal 
Action digestion Stimulates Stimulates Inhibits 
secretion Increased Inereased Decreased 


Origin action Central-brain 
Pathway Nervous-vagus 


Presence food 


stomach Not necessary 
Vagotomy Abolishes 
Atropine Diminishes 
Artificial stimulation by: Hypoglycemia 


Gastric juices have the power digest living 
body tissues, even the stomach itself. The nor- 
mal function the inhibiting mechanism pre- 
vents this. Its malfunction, therefore, may 
more important than the stimulating factors 
even large quantities acid can 
However, probable that even 
the normal mechanism does not possess enough 
reserve effectively combat ‘‘excessive and con- 
tinuous’’ stimulation person with ulcer 
diathesis. Much evidence points this latter 
factor fundamental the production 
although the writer believes that some 
other factor, yet undiscovered, must also 
present. 

and therapeutically, the presence 
food the stomach probably the most 
important part this mechanism. Small 


TABLE IIT. 
THE INHIBITING MECHANISM 


Acid inhibiting mechanism (the neutralizing factor 

the antacid factor). 

(A) (1) (2) Duo- 
denal regurgitation. (3) Small bowel hormones. 

(B) Intra-gastric.— (1) Mucous membrane secre- 
tion: (@) alkaline secretions; mucous 
secretion. 

(C) Unknown factors. 


amounts food also have the added benefit 
reducing the excessive tone and peristalsis pres- 
ent the empty stomach, Diet really 
problem quantity food rather than quality. 
Experimentally, however, the normal and full 
action the duodenal alkaline juices seem 
the most important preventing the forma- 
tion uleer. Physiologically, therefore, long 
mosis. The closer the action the duodenal 
alkaline secretions that gastric acid allowed 
enter the small bowel, the less the 
hood and vice versa. dogs, 
gastro-jejunal anastomoses are made the 
ligament Treitz, stomal jejunal ulcers will 


Local-stomach and 


stomach 
Mechanical 10% 
chemical 90% (hormonal) Chemical 


Necessary Necessary 
effect effect 
effect effect 


Histamine alcohol 


not form even under the continuous stimula- 
tion histamine. would seem, therefore, that 
there must some inherent ‘‘resistant’’ factor 
even greater relative importance than 
acid. 

Because ‘‘self-preservation the first law 
nature’’ the protective secretion the stomach 
mucous membrane itself should very im- 
portant. And this so. Experimental ulcers 
have been produced the continual wiping 
away mucus from the gastric mucous mem- 
brane through gastrostomy opening. these 
one can that mucus and 
other secretions were not only the chief anti- 
acid substances; but also the chief anti-ulcer 
mechanism, even though trauma may have 
played some part. 


SUMMARY PHYSIOLOGY 

Duodenal the result too long and 
continuous psychie stimulation secre- 
tion, plus deficient inhibitory neutralizing 
mechanism. Thus there results plus balance 
normal strength free HCl the unneutraliz- 
ing stomach. addition there probably 
unknown factor whose action might relative 
absolute, but which necessary for the pro- 
duction the actual structural change (ulcer). 


PHYSIOLOGY VAGOTOMY 


Vagotomy stops only the secretion produced 
central, stimulation. Because this 
secretion much higher duodenal pa- 
tients than that produced locally the presence 
food, the decrease acid secretion 
very great. Neither does vagotomy relieve the 
pain removing stomach sensation. 
The stomach still has the ability feel pain. 
Loss pre-operative pain, when 
probably due the loss of: (1) excessive 
(2) spastie pylorus; and (3) excessive 
acid secretion. Low acid values help pro- 
duce relaxed Although the 
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immediate clinical results promise much, the 
late physiological results should not yet 
evaluated. Trying prove the hypothesis 
chat should possible differentiate those 
patients who should get good result follow- 
ing vagotomy, from those who might not, the 
following experiments have been made 
produced the potential vagotomy 
patient and half-hour intervals the quantity 
and the strength the free acid 
are determined for two hours. The patient 
then atropinized tolerance for one week, and 
the procedure repeated following this theoreti- 
eal ‘‘artificial vagotomy’’. this shows 
markedly lowered response quantity 
secretion and quality free acid, theorized 
that the vagus inactivity produced has been 
very beneficial and that the actual vagotomy 
more likely date the 
practical results have not been too encouraging 
because the stimulation cannot well 
controlled. 


ETIOLOGICAL 


The high rate recurrence often due 
absolute and relative neglect the etiological 
factors. For clinical purposes they can 
divided into those originating within the body, 
and those originating outside the body 


(Table IV). 
TABLE IV. 


ETIOLOGICAL FACTORS 


vivo factors—(fundamental; the sine qua non). 

(A) The acid factor (vagus); (2) the 
pepsin factor; (3) the pyloric sphincter factor 
(4) the duodenal factor; (5) the vascular 
factor. 

Endocrine. 

Emotional. 

(D) factor. 

(E) Central nervous system: hypothalamus; 
emotions. 

(F) Constitutional: 

(G) 


factors. 
Heredity. 
(H) diathesis. 
factors—(aggravating, exciting, contributing). 
(A) Environment (home; work). 
(B) Tobacco, alcohol, coffee, 
(C) Nutrition. 


(A) Local 


personality, psychosomatic 


(1) The acid factor.—An 


will grow low acid surroundings, 
well high, and will heal very high 
acid surroundings, well low. The acid 
factor, per se, not the entire problem. The 
acid only the ‘‘fertilizer’’, but absolutely 
necessary fertilizer whose action varies 
direct ratio the degree ulcer diathesis 


present. One its fertilizing actions the 
activation pepsin. 

(2) The pepsin factor receives too little at- 
tention. cannot the real presence 
pepsin which act only the presence 
acid. Its activity varies directly 
the acidity. The degree the acidity there- 
fore controls the digesting activity the 
pepsin. 

(3) The pyloric sphincter dysfunction factor. 
The stomach normally secretes free acid 0.5% 
strength. The duodenum will refuse anything 
stronger than 0.15%. The necessary reduction 
acidity from 0.5 0.15% dependent, 
great degree, the normally balanced action 
this allowing regurgitation 
alkaline duodenal Thus high stomach 
acidities may often the result inefficient 
neutralization the duodenal juices rather 
than excessive and continuous secretion acid. 

(4) The duodenal factor—A duodenum 
normal. the stage takes 
part the hyper-complex the stomach and 
most often found the nervous, anxious, 
high-tensioned and apprehensive patients—the 
so-called person. persistently 
spastic cap sign that may appear 
later date, not already there and other 
precipitating factors are present, including 
diathesis. From preventive view, ther- 
apy should immediately directed toward the 
provocative psyche and personality factors, 
which are often the precursor this 
tendency spasm. 

(5) The vascular factor.—The are 
probably the vessels most often affected. 
Generally said that all patients own- 
ing duodenal have but 
not all people with vaso-neurosis develop 
uleer. 


(B) The endocrine factors—The endocrine 
glands, helping maintain the normal 
the nervous system, have 
great deal with the production the 
structural The incidence experimental 
can greatly reduced the use 
certain endocrine products, and the future may 
see more successful clinical results. 

(C) The emotional the normal 
dissipation normal excessive amounts 
nervous energy ‘‘repressed’’ (frustration, in- 
security, unhappiness, other emotional fac- 
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tors), must find outlet some abnormal 
form. This outlet, whether normal abnor- 
mal, through the nervous system. 
Acute episodes have ill effect, but the 
becomes chronic, the response 
will and may result dysfunction 
any body physiology. Such dysfunction may 
produce physical symptoms and even structural 
(organic) changes. other words, man 
not healthy not happy. has been 
proved many times that sustained anxiety and 
hostility produce sustained secretion acid— 
not hypersecretion. This important 
point. excess physiological secretion. 
The acid secretion pathological quantity, 
not quality. Other conditions often asso- 
ciated with duodenal are pathological 
quantity too, as, spastic colon mucous 
colitis. the other hand, fear, sadness, shy- 
ness, and like emotions are said decrease 
secretion. 

(D) The psychic factor.—Although the 
factor has been mentioned good deal, the 
writer has not been the present 
enthusiasm the for psychiatry and so- 
called medicine. Nevertheless, 
this important stibject, whether not 
might related duodenal ulcer. real and 
true evaluation its clinical importance 
essential all branches medicine. The close 
relationship between body and soul not yet 
properly appreciated disease, apparent 
health. undoubtedly one the very im- 
portant ‘‘foundation’’ factors. 

(E) The central nervous system: (hypothala- 
mus; vagus nerve).—Duodenal inti- 
mately related dysfunction 
of, probably, the entire nervous system, but 
predominantly the division. 
The vagus nerve the collecting link which 
the stimuli from their birthplace the 
hypothalamus their place action the 
stomach. This why the hypothalamus has 
been the central control tower the 
gastrointestinal tract. primarily respon- 
sibie for the hypertonus the vagus nerve. 
Every effort must made re- 
duce the overactivity the parasympathetic 
system. This better accomplished giving 
the patient understanding the mechanism 
this system than supplying medicines. 

(F) The constitutional certain con- 
stitutional diathesis necessary. acts 
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foundation which other con- 
tributing factors can build uleer. This 
factor part inherited constitutional 
which the patient may 
either hyper-adequate hypo-adequate, 
compared the generally average 
adequate person. Many people with duodenal 
are not inadequate (hypoadequate) but 
rather hyper-adequate, that the term 
stitutional does not apply this 
group does the group. 

(G) The heredity factor plays very impor- 
tant mainly because inherit our con- 
stitution, our disposition, our nervous system, 
our personality and especially the environment 
into which are born. 

(H) The ulcer diathesis factor—The 
diathesis ‘‘built into the when 
being made, just the pattern 
stamped out when being manufactured. 
Without it, all the factors acting together, 
matter how strong, will not produce 
but with it, even weak factors become the straw 
that breaks the camel’s back. therefore 
integral part the constitutional abade- 
quacy. 


Vivo 


(A) agreed that duo- 
also admitted that both childhood and adult 
environment play important its pro- 
duction. And Children are taught 
how handle life and its problems the 
teaching—whether conscious uncon- 
those with whom they are close 
contact ‘‘as the twig bent grows the 
tree’’, and ‘‘the mind grows with what 
fed’’, and hand that rocks the cradle 
rules the world’’, are time-worn sayings which 
indicate how much environment can mould the 
child’s future mental providing 
course that the child born with the average 
mental equipment, particularly intelligence and 
conscience. Thus many adults are unable 
handle life’s problems, simply because they 
have not been taught how, and consequently, 
they might develop various degrees anxiety 
and hostility. result, they make ready 
material for potential conversion into many 
the states, or, they have the 
diathesis, even into duodenal ulcer pa- 
tients. The therapist must understand and ap- 
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preciate this etiological factor, and realize that 
understanding for the patient more im- 
portance from the view prevention recur- 
than the prescribing diet, and 
medicines. 

(B) Tobacco, alcohol, seems 
particularly the person. also 
important the person who owns unstable 
system, the so-called 
vaso-neurosis. The action here probably 
one producing varying degrees 
ischemia. However, regardless the mode 
action, there are many patients who religiously 
follow regimen and who gain 
relief until smoking stopped, This 
therapeutic truism. aggravates 
existing gastritis but probably not primary 
etiological factor the production ulcer. 
Coffee and other drinks are 
also strong stimulants gastric secretion, 
especially when used the between-meal phase, 
used with nicotine. 

(C) The nutrition well known 
that people who are undernourished are more 
likely develop duodenal ulcer, and that 
many the will disappear when 
good nutrition returns. The part played 
under-nutrition thought dependent 
upon hypoproteinemia. Any healing process 
benefited the normal amount body and 
blood proteins. 


SUMMARY ETIOLOGY 


The predominating etiological fac- 
tors seem be: upset the normal acid- 
antacid balance (relative free HCl) 
consequent upon upset the normal sym- 
(hypertonic 
which superimposed 
upon certain personality constitutional pat- 
tern (constitutional abadequacy). is, there- 
fore, local manifestation and end-result 
constitutional and/or personality dysfunction. 
sign and symptom, the removal 
which does not influence the etiological factors 
reduce the incidence recurrences. Lacking 
workable understanding this important side 
the duodenal ulcer patient, therapy partly 
blind. 


After considering the etiological factors 
herein described one may logically 


that, from viewpoint, there 
much evidence that the physio- 
logical (etiological) changes are the same 
duodenal ulcer patients those having 
These changes are: (1) 
hyperirritable nervous system (vagotonia pre- 
dominates duodenal ulcer patients); (2) 
constitutional abadequacy (hypo-adequacy pre- 
dominates the psychoneuroses 
adequacy the duodenal ulcer patients) (3) 
deviation from the normal psyche; 
(4) endocrine balance showing imbalances 
which probably affect the first three factors. 
this true, obvious that therapy will 
give better long range results (fewer 
rences and complications), and that the problem 
will better controlled, the education the 
patient regarding the ulcer problem could 
added the present therapy medicines and 
diet. 


CLINICAL APPLICATION 


The abnormal physiology gastric secretion 
becomes, actually, the etiological basis duo- 
denal Because the success treatment 
proportional the correction of, 
the eradication of, the etiological factors, 
obvious that the approach the problem 
the patient with duodenal wrong, 
not founded upon physiological and etiologi- 
eal principles, and does not make sincere 
attempt give the patient understanding 
the mechanism producing and continuing the 
formation Because preventable re- 
rank first importance, well 
the list complications, their 
consideration much importance the 
immediate loss symptoms. 
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RESUME 

L’étude des facteurs étiologiques duo- 
dénal semble indiquer que physiopathologie cet 
s’apparente beaucoup celle des 
Les principales déviations physiologiques sont vago- 
tomie, défaut constitutionnel 
psychisme particulier dysendocrinie. dehors 
thérapeutique locale, importe d’apporter les 
corrections requises dans une multitude d’autres 
domaines, notamment, dans domaine neuro-végé- 
tatif. s’agit faire comprendre malade que 
tions dont l’origine doit recherchée parfois assez 
loin gastro-duodénale. Une liste imposante 
des facteurs étiologiques est signalée abondamment 
commentée. JEAN SAUCIER 
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VERTICAL DEVIATIONS* 
James McGillivray, M.D. 


Chief the Department Ophthalmology 
and Orthoptics, Children’s 
Winnipeg, Man. 


considering the problem vertical devia- 
tions one confronted with the fact 
that the movement the eyes their horizontal 
axes complex act. This because the 
obliques plus the superior and inferior recti— 
the which elevate and depress—unlike 
the lateral secondary subsidiary 
actions. Thus the superior rectus not only 
elevates but adducts and rotates the eye inward 
its sagittal axis. The inferior oblique 
also elevator but when this phase com- 
pleted parts company with its co-worker, 
finishing its rather antagonist 
abducting the eye and rotating outward. 


All this might the diagnosis 
over- under-acting muscles, but should not 
becloud the etiology these anomalies. 
other words, the factors which operate pro- 
duce the eso- and exo-phorias and tropias the 
singly acting lateral muscles must also cause the 
vertical deviations—at least that seems reason- 
able deduction. order limit the scope 
this paper shall confine myself those devia- 
tions which develop and early child- 
hood rather than the frank paralyses later 
life. 


lar vision that the visual axes must intersect 
the point so, goes without 
saying that axes which diverge intersect 
front the object fixed the dominant eye, 
or, those axes projected different planes, 
fusion impossible. The point intersection 
may infinity, which the axes are con- 
sidered parallel, infinity for all pur- 
poses being any point beyond six metres. But 
parallelism for infinity, or, even orthophoria, 
does not necessarily mean fusion obviously there 
must adequate vision the act. 
Chavasse states that infants four months 
vision only 6/768, and that even one year 
only 1/6. These babies may have ortho- 
phoria due muscle balance, but 
seems hardly possible that such low visual 
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acuity could ensure single binocular vision 
any great extent. Frequently, mother will 
state that her baby’s eyes were crossed when 
she brought home from the hospital, while 
another—less observant—will fail notice any- 
thing unusual about her child’s eyes until 
weeks old. any rate, vision such 
early age—if accept Chavasse’s observations 
not determining factor parallel- 
ism, and so,:barring some anomaly 
are forced the that these early 
deviations must origin. For refer- 
ence purposes, then, shall speak them 
belonging Group 

The origin early squints sup- 
ported many eminent ophthalmologists, espe- 
cially the United States. They point birth 
injuries and possible prenatal anoxemias and 
that recently came under 
observation—where two the children were 
born with deviations the mother), 
while the third Nevertheless, 
see great number squinting infants under 
four months, some whom continue deviate 
while others straighten out, with the nature and 
the offending lesion remaining 
doubt. But the eye that does not straighten 
that our chief concern; the eye that continues 
tilt in, up, out. these eyes are tested 
with pocket flashlight great difficulty may 
experienced coaxing them outward beyond 
oblique involvement may seen. One 
easily understand that any prenatal injury, 
central peripheral the nerves supplying the 
extraocular muscles, would upset the muscle 
balanee, and, that only one eye was 
could expect monocular, while both eyes 
were involved could look for alternating 
strabismus. 

develop this concept little further: pro- 
vided the refraction each eye was about the 
same, the eye with the unimpaired extraocular 
muscle would become the fixing dominant 
eye the detriment the other, which through 
its faulty position would soon suppres- 
diplopia. These cases would terminate ambly- 
opia with without false associated fixation. 
With corresponding muscle both 
eyes the urge fix would fall evenly either 
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one provided, already stated, there was 
great difference their refractive indices. 
Objects, then, exciting interest the right field 
would fixed with the right eye, while those 
placed the left field would fixed with the 
left eye. There would 
there would alternating strabismus with 
alternating suppression, or, false fixation. 
Many such eases have little refractive 
errors, that the 
ratio would play part; the errant eye 
hypertrophia would simply turn up, usually 
through over-action the inferior oblique, 
eliminate rival images and thus secure clearer 
vision the dominant 


Group then, have those cases origin- 
ating prenatal palsy, which may may 
not disappear, but which leave their wake 
strabismus monocular alternating de- 
pending whether one both eyes are af- 
fected, plus the acquired barrier single 
vision, viz., suppression, amblyopia 
and false associated projection. 

Group should placed all deviations 
children above one year, with the 
greatest incidence around three. The contribu- 
tory causes are the various infections, emotional 
states, and refractive errors. Many date from 
Two more these factors 
ofien combine; for example, boy three— 
quite normal every way—took fright 
strange dog that came into the yard where 
was playing. His eyes crossed. had, how- 
ever, high hypermetropia, and when this was 
promptly corrected again recovered single 
vision. cite another girl— 
strabismus. She, however, did not receive 
treatment for three four years, and that 
time had developed suppression. The devi- 
ating eye was found but, un- 
like the boy, refraction that date failed 
restore fusion. Operation and how- 
ever, achieved the desired results. Often 
get good histories strabismus 
but this child’s recollections the onset 
were vivid that when questioned she 
formed that that time she could ‘‘see two 
mamas’’. This important, inasmuch 
shows that the time her illness she had 
fusion. Incidentally, this case also demon- 
strates the futility the all too common 
practice refracting squint and then letting 


that, buffered with nothing more than 
pious hope that the glasses will effect cure. 

have attempted divide early deviations, 
whether vertical lateral, into two groups, 
yet, until know more about etiology one 
should not too the matter. For 
example, the little girl whose onset dated from 
attack flu might easily enough through 
toxemia have developed temporary paresis, 
which she would come under Group 
the weakened muscle simply converting latent 
phoria into tropia. the paresis was slow 
recovering she would simply suppress one 
the ‘‘mamas’’ (the misty one), and thus—in 
her new monocular setup—enjoy clear vision. 
The boy’s was, all proba- 
bility, upset spasm the extraocular 
important difference between the two groups. 
Group must assume that these children 
had developed certain degree fusion. That 
being so, whatever happens them through 
neglect delayed treatment, even they de- 
velop amblyopia suppression, or, that head- 
ache all orthoptists, false fixation, there 
hope that these visual sins can eventually 
presumed the underlying palsy antedated 
the period when fusion began function, and 
defeating parallelism prevented from ever 
being the monoculars this 
however, may forestall amblyopia 
appropriate occlusions, and thereby convert 
into alternating squint, but the ultimate 
can expect for them and also for the essential 
alternators where false projection has become 
firmly fixed cosmetic result. So, when your 
orthoptist lets known she has 
broken down ease false associated 
tion, you may depend upon that was 
patient who previously had fusion and lost it, 
that is, belonged Group 


The diagnosis vertical deviations not, 
already intimated, easy matter. Yet 
imperative that arrive correct conclu- 
sions. Otherwise, rational treatment cannot 
instituted. If, however, remember the fields 
greatest action the obliques and the verti- 
eal the problem will greatly simplified. 


this end, let look Fig. Here 


see the left eye fixing, with pronounced droop 
the right. 
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Fig. looking and the right. Here 
have upshoot the left eye and down- 
shoot the right. The muscles chiefly involved 
this position the gaze are: right superior 
rectus and left inferior oblique; right inferior 
rectus and left superior oblique. The high tilt 
the left eye due overaction the 
left inferior oblique. 

Fig. looking and the left. One must 
remember assessing deviations that when the 
eyes are abducted they are the fields 
action the superior and inferior and, 
when they are adducted they are the fields 
action the superior and inferior obliques. 
Here see normal position the left eye, 
with the superior and inferior recti action. 


The right eye being adducted the right superior 
and right inferior oblique muscles woula 
action, but there lag the upturn the 
right eye—due paresis the right inferior 
oblique. 

Fig. Looking the right. Again remem- 
bering the muscles that come into action ad- 
duction and those that operate abduction, 
see the left eye normal position, due 
the action the two sound adductors, the left 
superior and inferior oblique. The position 
the right eye dominated the abductors, 
the right superior and right inferior recti. But 
there downshoot the right eye result 
the overaction the right 
against its opponent—the right superior 
rectus. 

Fig. looking up. The right eye im- 
mobilized horizontal midline through paresis 


both elevators, right superior rectus and 
right inferior oblique. 

Fig. looking the left. Here again 
have normal position the left eye, with 
downshoot the right, due overaction 
the right superior oblique against its paretic 
opponent, the right inferior oblique. 

The diagnosis, then, paresis both the 
right superior rectus and right inferior oblique, 
or, third nerve paralysis, which also involves, 
shown the levator muscle. 

Fig. this there eye droop, 
and manifest deviation, but there con- 
siderable head tilting—shown better the 
next two pictures. Wm. Thornwall 
states: ‘‘This sign’’—that head 
present only when the oblique muscles are in- 
This girl had history gradual 


onset beginning eight and half years. She 
had illnesses but was extremely nervous; 
vision was normal, but fusion doubtful, with 
left hyperphoria varying from 20°. She 
would belong Group 

Fig. Looking the right. Here have 
upshoot the left eye and also the head 
tilt. Fig. have the right superior 
and right inferior rectus muscles, and left 
superior and left inferior oblique action, the 
upshoot the left eye being due overac- 
tion the left inferior oblique, or, palsy 
the left superior oblique. 

Fig. looking the left there 
elevation, because this position the right 
superior and right inferior oblique are ac- 
tion, together with the left superior and left 
inferior rectus, all these muscles being unaf- 
fected. The left inferior oblique and the 
left superior oblique are out 
therefore, there vertical deviation. This 
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girl had diplopia looking the right, none 
looking the left. 


Briefly the head tilting—as expounded 
and others—is follows: the 
head inelined toward the left shoulder the 
vestibular apparatus immediately takes cogni- 
this and transmits im- 
pulse the ocular muscles, viz., the superior 
oblique and the superior rectus the left eye, 
and their yoke the inferior oblique and 
inferior rectus the right eye, with the result 
that the parallel meridians turn their 
sagittal axes the right. This mechanism 
analogous what happens when driving your 
ear. the highway you hit bump soft 
shoulder, and the lurches the right, you 
immediately counter turning the wheel 
the left. the case under examination the 
left trochlear muscle weak, with the result 
that its sound opponent—the inferior oblique— 
would tilt the tip the vertical meridian 


this eye outward. compensate, then, and 
avoid diplopia, she must necessity tilt her 
head her right shoulder, thus bringing into 
action the right superior oblique and the right 
superior rectus, which rotate the eye inward, 
thereby regaining parallelism the vertical 
meridians and re-establishing fusion. 

The next three illustrations have really noth- 
ing with head tilting. This was young 
patient, and the position her head was due 
the nurse’s restraining hand. the primary 
position Fig. there elevation. 

Fig. the left. The muscles 
action here are left superior and inferior rectus, 
also, and right inferior oblique. 
The upshoot the right eye due over- 
action the right inferior oblique. 

Fig. 12.—Looking the right. There 
elevation because the oblique muscles the right 
eve are now out action, their work being 
taken over sound muscles—the superior and 
inferior recti. 


TREATMENT 


The first step treatment is, as,in lateral 
deviations, the refractive errors. 
Infants under six months need not dis- 
turbed, since, have seen, their visual 
acuity too low play any considerable part 
single binocular vision, However, one eye 
seen have constant squint the other one 
may occluded, using soft flannel pad held 
place elastic tape. the same time, the 
weak muscle may coaxed into action using 
flashlight, any shiny object. already 
stated, early squints origin are usually 
considered hopeless far ultimate fusion 
but perhaps the last chapter this 
subject has not been written. If, the early 
months life monocular and later 
alternating occlusions prevent the onset 
amblyopia, suppression, false associated fixa- 
tion assuredly have gone long way fore- 
stalling the chief obstacles the development 
single binocular vision. Then, later, when 
the visual axes have been made parallel 
operation appears reasonable that the final 
goal might reached. the negative side, 
many writers advance barrier single 
binocular vision the theory congenital lack 
the fusion sense. Luther, writing Berens’ 
textbook, says: ‘‘Total absence fusion 
connection, must remember the large per- 
centage both alternators and monoculars that 
develop false associated fixation, and that this 
not sign weak absent fusion but 
strong desire for fusion, even the heterotropia 
ruled out the possibility using corresponding 
points. fact, congenital absence the 
fusion sense does occur must extremely 
rare: personally, have never seen it. 

When child has reached the age four 
five years, stimulate fusion and in- 
crease muscle pull indicated, but these ex- 
ercises will found less effective than 
the treatment the lateral squints, Prisms— 
often worn with great comfort adults—are 
usually contraindicated children. Often 
hyperphoria few degrees will disappear 
when the esophoria has been cor- 
rected surgically, but those greater dimensions 
may necessitate direct attack the vertically 
acting muscles. The last three illustrations are 


example. 
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This extreme case, with the vertical 
deviation too great measured. The upshoot 
was due overaction the left inferior 
oblique. Vision the deviating eye was low, 
but the sense fusion was not entirely lost. 


Fig. 13. This girl, aged was admitted the 
the Children’s Hospital November, 
1941, with history strabismus dating from birth. 

Refraction: OD. 3.00 20/20. OS. 1.50 
2.00 20/200. previously stated, left over 
right was too high measured. She was put 
until the following September, when her vision 
was—OD. 20/20—OS. 20/40. 

September 16, 1942. left inferior 
oblique. First synoptophore reading gave left over right 

November 20. height but esotropia 20° 
Fig. 14. 

November 30. Operation; bilateral recession. Post- 
operative reading; she had now right over left 
with exotropia 8°. continued. 

January 27, 1943. Fusion zero and hyperphoria 
confirmed Worth’s lights, also, convergence 
15. 

case was selected account the unusual 
features involved: (1) The birth onset, which would put 
her Group (2) The high hyperphoria combining 
with eso. 26°. (3) The reduction height effected 
through operation the lateral muscles, that is, con- 
verting (temporarily) left over right right 
over left total (4) The value post- 
operative orthoptics the re-orientation her eyes 
their new parallelism. (5) And the poser; 
what age and under what circumstances did she 
acquire fusion. 


SUMMARY 

Vertical deviations not differ essentially 
etiology and treatment from the lateral 
squints. They fall into two groups, curable and 
and, incurable meant failure 
attain which perhaps not serious 
and refractions useful vision 
gained, coupled with good result. 
The operation choice seems the in- 
ferior oblique, but there reason why the 
superior inferior rectus should not also 
attacked. Care must taken that 
ance present, the dissociated, or, wander- 
ing eye, only invites trouble. Head tilting 
ocular torticollis is, course, mancuvre 
achieve fusion, and given refraction should, 
generally speaking, left alone. And, finally, 
the future may lean more preventive 
measures. will our refractions earlier. 
develop, which may prove impos- 
sible eradicate, will resort prompt 
even the extent bandaging 
both eyes. 
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FEMORAL HERNIA FOLLOWING 
INGUINAL 


Fratkin, M.D. 


Department Veterans’ Affairs, 
Shaughnessy Hospital, Vancouver, B.C. 


UCH has been written about inguinal hernia, 

its treatment and its little 
less has been written about femoral hernia, and 
very little about femoral hernia following in- 
guinal herniorrhaphy. survey the 
available reports only isolated 
eases this condition. 


The occurrence femoral hernia following 
the repair inguinal hernia intimately 
associated with the etiological factors 
femoral hernia. The following possibilities 
explanation are recognized: (a) mistake 
the original diagnosis, with repair 
inguinal hernia (none found) and femoral 
hernia not noted. Association in- 
guinal hernia with femoral hernia with re- 
pair the former and failure recognize the 
latter. (c) Development femoral hernia 
following the repair inguinal hernia either 
within short time, years after the repair 
inguinal hernia. 


The following are nine histories: 


C.K.C., aged 58. right indirect inguinal hernia re- 
paired classical Bassini method January 28, 1941, 
after the hernia had been present for nine months. Eleven 
months after the repair, the patient developed lump 
the left groin and then the right side. controlled 
this with spring truss until September 1946, when ad- 
mitted with preoperative diagnosis right direct 
inguinal hernia and hydrocele the cord and left 
indirect inguinal hernia. operation September 
right femoral hernia was found and repaired from 
below with closure the femoral canal 
using silk. September 25, left indirect 
inguinal hernia was repaired Halsted method using 
steel wire throughout. Follow-up March 22, 1947, 
showed intact repair the right with direct re- 
inguinal hernia the left. 


CASE 


G.B.S., aged 50. December 28, 1945, the patient 
had strangulated left inguinal hernia reduced taxis 
elsewhere and January 13, 1946, herniorrhaphy was 
performed with direct sac found. March 18, 
recurrence was noted and March 25, left femoral 
hernia was diagnosed. Operation performed three days 
later revealed left femoral hernia, treated 
Henry’s extraperitoneal approach through 
the midline. Postoperatively the patient developed 
right hemiplegia which required prolonged convalescence, 
but discharge July 1946, the hernia was well 
healed. 


*Presented the Staff Meeting Shaughnessy 
Hospital June 10, 1947. 
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CASE direct inguinal hernia was repaired Halsted method 


J.K., aged 50. February 15, 1943, left indirect 
inguinal hernia present for two months was repaired 
elsewhere. recurrence the lump the left groin 
three months later which became painful two 
years later. January 31, 1946, left femoral hernia 
was diagnosed and operation, February 12, 1946, 
left femoral hernia was found and repaired the 
Lotheisen operation using silk. Postoperatively the pa- 
tient developed infected wound with draining sinus 
necessitating operation April 1946, for removal 
the silk sutures. Thereafter the wound healed 
promptly but the patient complained pain and tender- 
ness over the femoral canal. Re-examination June 
26, revealed recurrence the femoral hernia and 
July the ‘‘low operation’’ was performed with closure 
the femoral canal strips fascia lata. The re- 
sult date has been satisfactory. 


CASE 


W.T.H., aged 52. June 11, 1946, right direct 
inguinal hernia was repaired the Halsted method after 
being present six months and controlled The 
patient complained pain postoperatively and month 
later noted return lump his right groin. 
November 23, operation, femoral hernia was found 
and repaired the ‘‘low method’’ using 
steel sutures. The postoperative course proved unevent- 
ful and the patient date well. 


CASE 


N.S., aged 54. January 27, 1939, left direct 
inguinal hernia was repaired the fascia method 
The hernia was present for two years and was 
described The patient had un- 
eventful postoperative course being out bed three 
weeks. The patient, however, stated had pain the 
groin persistently since the operation and examination 
March 1946, revealed incarcerated left femoral 
hernia. This was confirmed March when 
Lotheisen repair was performed. course 
was uneventful. Follow-up February 10, 1947, showed 


good result. 


CASE 


W.T.M., aged 48. November 27, 1940, left in- 
guinal hernia was repaired elsewhere. July 1945, 
routine physical examination, left femoral hernia 
was discovered. The patient had pain and never 
paid any attention the small lump present. did 
not wish have this attended but September 25, 
1946, was admitted with history pain the 
lump, which was larger. diagnosis incarcerated 
femoral hernia was made and operation September 
27, Henry’s5 approach incarcerated left femoral 
hernia was demonstrated and repaired. gut involve- 
ment was present. The patient made uneventful 
recovery and date remains well. 


CASE 


F.M., aged 42. 1927, right inguinal hernia was 
repaired Poland and recurrence repaired Canada 
1938. 1944, while the army, left femoral 
hernia was repaired and July 17, 1946, the patient 
was found have bilateral femoral opera- 
tion September 19, Henry’s midline approach 
these findings were confirmed and the repaired 
with some difficulty. November 15, the patient was 
discharged well, but follow-up examination January 
21, 1947, revealed recurrence left femoral hernia 
which has not been repaired date. 


CASE 


M.L.H. 1934, left inguinal hernia was repaired. 
1943, left femoral hernia was repaired the ‘‘low 
operation’’. Postoperatively the patient developed 
left hydrocele requiring multiple tappings, with lump 
the groin one month later. March 1947, left 


with excision the hydrocele (Jaboulay’s operation). 
Postoperative course uneventful. 


CASE 


R.H.W., aged 68. 1895, the patient suffered 
injury his right testis and orchidectomy was per- 
formed the London Hospital, England. 
right indirect inguinal hernia was repaired 
Bartholomew’s Hospital. The patient remained well 
until 1945, when lump was noted the right groin. 
controlled this home-made truss and examina- 
tion December 1946, right femoral hernia was 
diagnosed. The patient was admitted for treatment 
benign prostatic hypertrophy and examination showed 
partially right femoral hernia which was 
symptomless. This patient recently died acute 
amebic colitis and hepatic abscess. autopsy in- 
femoral hernia was found with intact 
inguinal area. The femoral sac measured two fingers 
its neck and contained adherent small bowel. evi- 
dence obstruction was found. 


DISCUSSION 


The above nine represent the outstand- 
ing features the development femoral 
hernia following inguinal herniorrhaphy. 
states: 


reasons for development femoral hernia 
after inguinal repair are: (1) The contents the in- 
guinal hernia having been returned the abdomen, the 
abdominal cavity too small hold 


This has not been borne out the findings 
the above and though this fair 
statement other forms hernia, such 
ventral hernia, none our had suffi- 
ciently large hernia produce very marked 
changes the intra-abdominal pressure. 


Repair inguinal hernia suturing the 
conjoined tendon, internal oblique 
fascia Poupart’s ligament may have had tendency 
elevate the ligament certain cases which relaxa- 
tion this structure already present, thus increasing 
the patency the femoral canal.’’ 


This would appear the outstanding 
reason for the femoral hernia 
following the standard procedures used the 


There individual predisposition hernia 
reason fat, flabby muscles with relaxed ligaments 
and certain states which hernia not un- 
found.’’ 


This, undoubtedly, reason for the 
rence femoral hernia substantiated 
and 

noteworthy that femoral hernia rare 
children and that 62% after the age 
40.7 This evident review the ages the 
cases presented, and generally accepted 
that developmental process occurs the 
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femoral hernia following inguinal 
rhaphy direct result operative repair. 
Wilmoth’ states ‘‘in few instances usu- 
ally seen recurring inguinal the 
result too tight suturing infection (Case 
3), there has been destruction Poupart’s liga- 
ment with only few strands stretched out 
Poupart’s ligament remaining. Under such 
conditions there generally noted direct 
bulge above Poupart’s what remains 
and bulge below Poupart’s ligament. is, 
really, combined direct inguinal and femoral 
(Case 8). quotes cases 
femoral which the latter condition 
prevailed. suggested method repair 
use flap fascia lata, which closes the 
femoral canal and reconstitutes the inguinal 
ligament. This method repair has not been 
utilized any our eases, but, nevertheless, 
held mind the event such met 
with. 

Therefore, reviewing the explanations 
femoral hernia following inguinal 
rhaphy can said that aside from errors 
diagnosis either before operation (the 
latter being exploration the 
peritoneal cavity when hernia being re- 
the oceurrence femoral hernia 
and 

suggested method repair inguinal 
hernia, where laxity Poupart’s ligament 
found, the conjoined tendon 
Cooper’s ligament. alternative method has 
been the use the standard methods repair 
fibres Poupart’s ligament, thus leaving the 
intact. This latter method, however, will not 
prevent the femoral hernia 
the more elderly, diverticula can 
tion the femoral This latter state- 
ment appears the likely explanation for 
the femoral hernia thirty-five 
years after the inguinal herniorrhaphy 
represented Case 

attempt should made correlate the 
incidence femoral hernia following inguinal 
herniorrhaphy with the femoral 
hernia primarily. Our cases oceurred 


less than two years and therefore constitute 
45% our cases. The incidence femoral 
hernia comparable that found other 
being about 2%. The this 
complication must more widespread than has 
hitherto been reported and recent letter 
presented combined inguinal and femoral 
hernia. 


CONCLUSIONS 

Femoral hernia ean following in- 
herniorrhaphy. should considered 
all eases where pain complained the 
immediate postoperative period. 

Undue tension, obesity emaciation are 
predisposing factors which must considered 
the repair inguinal hernia. 

The age the patient importance and 
the simple repair inguinal hernia pa- 
tient before the age does not obviate the 
possibility femoral hernia later life. 


All patients undergoing inguinal hernior- 
rhaphy should examined the time the sae 
opened rule out the presence femoral 
hernia and size the femoral 
This has been done routine procedure and 
with experience the average size the femoral 
can gauged roughly that repair 
may undertaken the time prophy- 
measure. This particular import- 
ance the-older age groups. 


The extra-peritoneal approach 
has been found admirable method 
dealing with femoral hernia. 


SUMMARY 


Nine femoral hernia following 
inguinal herniorrhaphy have been reported. 

Etiological factors have been 

The importance accurate diagnosis pre- 
operatively and operation has been stressed. 

Methods repair have been reviewed. 
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368 HEATON AND SHANNON: 


MIKULICZ’S DISEASE 
Heaton, M.B. and Shannon, M.D. 
Toronto, Ont. 


January 23, 1888, presented the 

first this disease before the 
for Medicine Konigsberg. 
His presentation, set out English 
follows: 


lachrymal glands and all the salivary glands 
were changed symmetrical manner into tumours, 
which pushed themselves markedly forward from the 
normal position these organs and thereby distorted 
the physiognomy the patient remarkable way. 
The tumours had arisen gradually; they were the 
time examination hard consistency, painless, 
without trace inflammatory signs. Moreover, else- 
where there were present pathological changes the 
bearer these tumours. Seven months’ previously, 
June, 1887, noted that both upper eyelids began 
swell. had pain other trouble, except that, 
with the. increasing swelling, opening the lids was 
rendered difficult. Later the palpebral fissure became 
much narrowed that was difficult for him see. 
Soon afterward there appeared under both angles the 
jaw similar painless swellings which, they grew larger, 
interfered with eating and speaking. the blood 
there striking change, especially leukocyto- 
The countenance appears strikingly altered 
because the symmetrical swelling the region the 
upper eyelids, the parotid and submaxillary glands. The 
upper eyelids hang down far, especially their outer 
halves, that the palpebral fissure reduced narrow 
triangular space with base formed the inner two- 
thirds the lower The patient unable 
perceptibly raise the upper lid himself, even with 
strong effort. Under each angle the jaw pro- 
jects tumour about the size hen’s egg, covered 
normal moveable skin. the patient opens his 
mouth attention drawn once tumours correspond- 
ing the two sublingual glands. During the 
examination copious secretion saliva takes place, 
but there otherwise sign salivation existing.’’ 


died peritonitis from peri- 
typhlitis’’ just two months after the second 
excision lachrymal tumours, and 
fourteen months after the onset the illness, 
there will always some doubt the ulti- 
mate diagnosis. The swelling the parotid 
glands practically disappeared during the nine 
days this terminal illness. felt that 
his patient had benign, self-limited disorder. 
The literature his time has reported many 
eases similar swellings, but has developed 
that several possible causes can operate pro- 
duce such swellings, and some these causes 
lead progressive and fatal disease. The 


whole group ailments associated with 


and lachrymal swellings has been termed Miku- 
liez’s and the term Mikuliez’s disease 
has been reserved for those cases for which 
cause can found and the course 
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which least generally benign. Shaffér,? for 
example, states that recovery usual from 
four months two years; and quotes 
Thursfield the effect that one five years 
usually ‘‘releases the patient from discomfort 
and disfigurement’’. 

The question the natural course the dis- 
ease somewhat confused the literature 
the failure the early writers the subject 
distinguish clearly between disease 
proper and the other causes which may lead 
syndrome (the frequently benign 
known) and the frequently effective use 
treatment. 

The present writers not claim have 
made complete review the literature, but 
which the disease appears have been 
disease certainly have been reported 
which recovery without x-ray therapy 
and which biopsy was made with findings 
below. survey contains such examples. 

ported the literature utterly confused, for 
eases uveo-parotitis (Boeck’s have 
been included, and have often been mistaken 
for has usually been stated 
that the tumours small round 
which displace infiltrate the gland paren- 
produce lymphoma. There proof 
that this the condition originally described 
for the latter reported that his 
tumour consisted fibrous tissue, small round 
cells and seattered gland acini. 

associated conditions that Shaffer and 

disease: (a) familial; (b) 
disease proper. 

syndrome: leukemia; (b) tubercu- 
losis; syphilis; lymphosarcoma; (e) toxic, (1) 


lead, (2) arsenic; (f) gout; (g) febris uveoparotidea 


Mikulicz’s Lafol- 
ley, and Lero and Gutmann have all described 
cases suggesting disease 
several members the same family two 
ceeding generations (Shaffer and 
also summarizes case reported 
Jayle which both parotids became enlarged 
and which biopsy showed simple hypertrophy. 
addition, hypertrophied parotid glands have 
been observed association with diabetes melli- 
tus. would seem likely, therefore, that this 
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type parotid enlargement not lymphoma 
but simple hypertrophy, and should classed 
with syndrome, not with 
disease. 

Mikulicz’s disease proper.—This may de- 
lachrymal and salivary gland en- 
largement which the histological appearance 
that round infiltration with varying 
amounts glandular and fibrous tissue and 
without epithelioid tubercles giant cells: 
short Giving the name lymph- 
oma this condition, however, does not ex- 
clude the possibility that infectious 
origin. Such origin suggested the 
self-limited course the disease, least 
some 

This type enlargement has been reported 
affecting all the salivary glands, the lachry- 
mals and the eyelids, affecting one gland 
only, and with all gradations total in- 
volvement lachrymal and salivary glands. 
Miller and had associated 
pulmonary and lesions but they report 
biopsy and one wonders were the 
true diagnosis their case. There fever 
malaise. There often troublesome dryness 
the mouth and associated stomatitis. Similarly 
conjunctivitis may present. one the 
enlarged glands excised there tend- 
local recurrence according Howard,* 
but case the lachrymal tumours 
were recurrent. Treatment radiation 
least usually Reported failures such 
failure differentiate from sarcoidosis. 

disease oceurs predominantly 
adults. The syndrome children usually turns 

Mikulicz’s 
similar the lymphomatous enlargements 
both its fully developed and aleukemic 
phases. There evidence, however, that 
disease proper ever progresses 
leukemia. The differentiation must.be made 
examination. the blood. 


have been reported due tuberculosis, 
but Marsh® points out most these not 
withstand critical examination. The common 
mistake seems have been confusion with sar- 
(which some believe may attenu- 
ated form tuberculosis). two cases, 


with lachrymal gland enlargement, and associa- 
tion with old recent clinical pulmonary tuber- 
culosis, and the finding tubercle bacilli the 
glands, seem definitely tuberculous. (Reviewed 
Igersheimer and Napp’s had 
lachrymal and salivary gland enlargement with 
tubereulosis’’ oral and 
mucose and left apical pulmonary 
and tubercle bacilli were found extirpated 
gland. case had swelling the left 
parotid only. guinea pig showed tuberculosis 
after inoculation with gland tissue, and pub- 
lished illustrations gland biopsy show caseous 
areas, epithelioid and giant cells. One 
must conclude that tuberculosis can infect 
lachrymal and parotid glands, but the 
very rare. 

authors have reported cases 
lachrymal and salivary gland enlargement 
association with syphilis. was the opinion 
Shaffer and Jacobson that the association was 
frequent more than fortuitous. But 
proof beyond this has been offered other than 
the subsidence the swellings under 
single gland swollen. 

and arsenic.—We have not found 
cases reported which lead has caused salivary 
gland Salivation is, course, one 
the symptoms lead poisoning and 
poisoning. Jodism known ac- 
companied times salivary and lachrymal 
gland swelling which disappears when the drug 
discontinued. Gout.—The swelling tem- 
poromandibular gout not likely confused 
with disease, since red and pain- 
ful. tophi ever occur salivary glands 
has not come our attention. There seems 
good reason for this heading the 
classification. 

Febris uveoparotidea now 
generally agreed that uveoparotid fever 
form this condition iritis, 
lachrymal and salivary gland enlargement and 
low grade fever are often associated with mani- 
festations elsewhere the body. 
Biopsy enlarged glands with the finding 
epithelioid and type giant cell, 
will provide the diagnosis. 
The histological picture closely resembles tuber- 
Almost any part the bedy may 


4 


HEATON AND SHANNON: DISEASE 


vol. 


attacked, but most commonly the lungs and skin 
are 


DISCUSSION 


doubtful any useful purpose served 
retaining the term syndrome. The 
differential diagnosis disease may 
consideration the following: (1) 
Lymphoma disease); (2) salivary 
and lachrymal gland hyperplasia familial, 
(b) aequired: (i) diabetic, (ii) due drugs 
(iodine especially); (3) leukemia and aleuk- 
(4) (5) syphilis(?); (6) 
mumps; (7) sareoidosis (uveoparotid fever) 
(8) neoplasms; (9) inflammatory swellings with 
without duct obstruction. 

The following case reported one 


Miss V.M., consulted one (T.G.H.) June, 
1946, stating that for the previous years her mouth had 


been sore and dry that she could hardly talk, but 
ulceration had occurred. Three years previously the 
parotid glands both sides enlarged rapidly. Her state- 
ment was that both glands enlarged which 
seemed hardly credible but was maintained her. This 
increased her difficulty talking. For the past year 
the skin below her lower lip had, small area, been 
reddened and dry. The throat and tongue were con- 
stantly dry and sore. 

Chronic multiple arthritis developed years previ- 
ously and had been progressive. She had attack 
purpura years previously, related probably gold 
therapy for arthritis. 

examination she was much underweight. Both 
parotid glands were considerably enlarged. The mouth 
was dry and its mucous membranes deep blotchy red 
colour. The tongue was dry and fissured. The skin 
below the left corner her lower lip was reddened and 
small area. nodular non-toxic goitre was 
present. Multiple arthritis affected almost all joints 
with varying degrees deformity that she walked 
with difficulty. thin slightly yellowish discharge was 


visible the orifice the left parotid duct which was 
widely open. 

The remainder the physical examination revealed 
abnormality. X-ray examination parotids revealed 
either duct. Swabs from the orifice the 
parotid duct showed acid-fast bacilli well 
streptococci and Staph. and Strep. 
Monilia were found present culture. Acid-fast bacilli 
failed grow culture and guinea pig inoculated 
with washings from the swabs failed develop tuber- 
culosis. Hematological examinations revealed normal 
findings. 

Biopsy the parotid was reported ‘‘lymph- 
adenoma’’ and showed masses small round cells 
which some gland acini were present. were 
epitheloid tubercles giant cells. 


X-ray treatment was given both parotids Dr. 
Shannon. Treatment included the parotid areas, 
both which were radiated all sittings. Six treat- 
ments were given each area with 200 units ir- 
radiation, delivered 200 K.V. filtered through mm. 
copper and mm. aluminum. These treatments pro- 
duced dryness the mouth and moderately sore throat. 
Regression the glandular enlargement could ob- 
served after the second treatment. Following the x-ray 
therapy both glands rapidly returned normal size. 
She wrote September her mouth had 
improved great deal and the flow saliva had in- 
but was still scanty. She was seen again 
May, 1947. Her mouth was much improved but was 
still little dry. The parotid enlargement had not 
recurred. She had gained lb. weight. 

November, 1947, bilateral parotid enlargement had 
recurred but her mouth was not uncomfortable. X-ray 
therapy again resulted rapid subsidence swelling. 


SUMMARY 


partial review the literature this sub- 
ject suggests some alterations 
classification the disorder. additional case 
disease reported, with relief 
x-ray therapy. 
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all very well take off our hats those who 
perform some public service, but would better for 
all take off our coats and buckle down the job 
making Canada better and healthier land which 
live. matter what the advances medical science 
how efficiently our services conservation operate, 
the country’s well-being depends, basically, the 
average citizen and his her support agencies 
working keep out disease and advance the national 
health standard.—Health League Canada. 
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MESOTHELIOMA THE PLEURA 


Murray Campbell, and 
Penner, M.D.* 


Winnipeg, Man. 


NCLUDED study 3,000 autopsies 

published the French pathologist Joseph 
tumour, but the real beginning our knowl- 
edge this subject was publication 
1870. Primary tumours true serous 
membranes are relatively uncommon, those 
the peritoneum and pericardium being very 
rare. Those the pleura have been reported 
with since Wagner’s 
report. 

There wide divergence opinion the 
nature the cell from which the growth 
derived because the variegated histological 
appearance, but may recalled that serous 
membranes arise from the mesoderm which 
itself derived from the entoderm and ectoderm 
and therefore has the potentialities both. 
This expressed the different types cells 
which may present the tumour. usu- 
ally predominantly but may also 
contain acinar-like elements and signet ring 
cells. extreme view expressed Robert- 
who states, ‘‘only the 
classified malignant tumours pleural tis- 
sues and that all other growths are secondary 
representing extensions, implantations, meta- 
stases from unrecognized latent primary 
source, usually the lungs’’. 

However the majority opinion (that primary 
tumours true serous membranes 
upheld the experimental work Stout and 
Murray* who found that normal 
pleura from rats hardly distinguished 
from made from mesothelioma 
human being. the same time should 
emphasized that before primary pleural tu- 
mour may said exist, complete investiga- 
tion all the other organs must made 
rule out possibility primary growths else- 
where. Some reports pleural tumour not 
appear sufficiently well documented this 
respect. 


Assistant Pathologist, General Hospital, Winnipeg. 
Lecturer, Department Pathology, University 
Manitoba. 


Endothelioma, pleuroma, and mesothelioma 
are the terms applied and the has been 
variously estimated from 0.2 0.02% 
autopsies performed. Nelson’s Sur- 
gery discusses two types, the and 
the diffuse, the tumour being the form one 
two masses the former, and the 
latter, which more common, characterized 
marked fibrous thickening the entire 
pleura. The tumour occurs more frequently 
the male and the right side. Metastases have 
been reported most parts the body, but 
they are unusual except the chest. 

The onset gradual and the symptoms 
varied. Clinically most often evidenced 
pleural discomfort pain; cough and 
are usually secondary, and fever infrequent 
and hemoptysis very rare. The majority 
the 188 collected and Coblenz® 
the customary cancer age group. 
The generalized type usually accompanied 
large effusion with the corresponding physical 
signs and the effusion rapidly recurs. may 
serous first but soon becomes bloody. The 
differential diagnosis pleu- 
risy, secondary growths the pleura and neo- 
plasms the lung. the latter cough much 
the early stages, and hemoptysis, 
blood stained sputum, characteristic. Pleural 
effusion -the tubercle bacillus 
rarely hemorrhagic, more frequently 
younger people, usually fever 
and does not rapidly. 


REPORT 


M.R., white female school teacher aged was seen 
February 11, 1947, because epigastric distress and 
secondarily shortness breath. The epigastric distress 
had been present intermittently for six weeks. There 
had been pain, loss weight, cough, hemopty- 
sis. While the patient had had recurring migratory 
pruritus for seven years, the past history was irrevelant. 
Her father died cancer the stomach, and one 
brother malignant hypertension 37. 

patient was thin dyspneic, but 
otherwise healthy looking female, with physical abnor- 
malities limited the chest. The lower three-fourths 
the left chest were flat percussion, the breath sounds 
were absent and the apex beat the heart was the 
fifth interspace one inch the left the midline. The 
liver was not palpable and enlarged nodes were evi- 
dent. Patient was admitted the hospital February 
13. routine urinalysis and Wassermann were 
sedimentation rate was mm. (Westergren) one 
hour and the white blood cells, 12,500 with 76% poly- 
morphonuclears. The tuberculin was two plus, 
104 and red blood cells, 4,900,000. Provisional diagnosis 
was primary lung tumour, tuberculous pleurisy, the 
latter being considered unlikely because the patient was 
afebrile. Primary pleural tumour was mentioned but 
because its rarity not seriously considered. 

February amber coloured fluid (sp. 
gr. .15) were with immediate relief 
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dyspnea. The fluid recurred rapidly and 1,200 nodular, fairly firm tumour which has 


blood stained were aspirated February 16. 
Sputum (mucoid only) was negative for tubercle bacilli. 
each occasion the fluid was examined for carcinoma 
cells and cultured for tubercle bacilli, with negative 
results. Bronchoscopy was advised and done readily 
and there was evidence new growth, atelectasis, 
pressure from mediastinal nodes the accessible areas. 
bronchogram showed compression the smaller 
bronchi the peripheral two-thirds the lower lobe 
the left lung. 

The diagnosis was considered primary malig- 
nancy the lung that region and thoracotomy was 
performed February 27, Dr. Perrin.* The 
middle portion the fifth rib was resected and 200 c.c. 
serosanguineous fluid aspirated. The lung was grossly 
free tumour were the mediastinal nodes. mass 
about the size orange was found the pleural 
cavity attached the parietal pleura the mid-axillary 
line opposite the sixth rib. This separated easily and 
presented variegated appearance not unlike 


Fig. 


Fig. left lung showing encasement lung tumour. 


without involvement lung parenchyma. 
dense fibrous stroma. 
papillary structure tumour. 


Other flat nodules the size pea were found 
the neighbouring pleura, which was stripped off the 
chest wall. The pleura was not generally thickened and 
there were nodules the visceral pleura. 

Another mass was located the lower part the 
chest cavity. (The report the frozen section indi- 
that were likely dealing with primary pleural 
tumour.) obtain proper exposure this tumour 
was necessary make second incision and remove 
part the ninth rib. This mass, the size small 
orange and similar appearance the first, was firmly 
attached the dome the diaphragm and dissected 
from with considerable difficulty. Proximally was 
attached the diaphragmatic aspect the lung 
flat fibrous pedicle em. and the growth 
was removed ligating the pedicle its pulmonary 
The wounds were sutured, and closed drainage 
instituted the lower part the chest. 

The pathological report was follows. (1) Specimen 
consists nodular tumour removed from the mid- 
parietal pleura. ovoid portion the pleura which 


Division Surgery, Winnipeg Clinic. 


Note acinar structure upper aspect. 


maximum elevation The surface fairly 
smooth. Cross section shows pale firm tissue with yellow- 
flecked areas and hemorrhagic areas. (2) Irregular 
portions pleura totalling This material was 
removed from parietal pleura inferior No. 
tered over the surface are numerous small, firm, slightly 
yellow nodules measuring mm. diameter. Cross 
section shows gross invasion pleura. (3) Nodular 
firm tissue mass removed from the diaphragm. Ap- 
proximately em. the pleural surface the dia- 
phragm has been removed and this almost completely 
replaced fairly firm nodular tumour measuring 
em. the greatest thickness. Tumour was adherent 
the collapsed lower lobe firm fibrous band tissue 
measuring 1.5 0.5 em., portion this band 
attached the tumour specimen. Cross section 
tumour shows cellular, fairly vascular with areas 
yellow necrosis the periphery. 
moderately vascular with 
growth pattern consisting solid sheets fairly uni- 


> 
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Fig. 
Note extension along septa 


2.—Photomicrograph 100, showing tumour invasion 


Fig. 3.— Photomicrograph 150, showing 


form cells measuring the average micra. with 
ovoid centrally placed spherical fairly deeply staining 
nuclei with rather indistinct nucleoli. Homogeneous, 
slightly eosinophilic cytoplasm abundant with sharp 
cellular outline. Mitotic figures are infrequent. areas 
there definite papillary structure. 


anatomical plus microscopic struc- 
tures suggest primary tumour the pleura. Meta- 
stasis from other sources however cannot excluded. 


The immediate convalescence was uneventful and 
there was interestingly enough throughout the remaining 
course the disease only slight recurrence the 
effusion, though temporary pleural rub was heard about 
six weeks later and again just before death. Radiation 
therapy was suggested, but not carried out because 
the controversy regarding its value such tumours. 


The patient went gradually downhill with intermittent 
bouts fever 102°. Bulging the lower left 
chest and distal displacement the 11th and 12th ribs 
was apparent during the last few weeks. was 
definite tenderness but palpable mass the lower 
left abdomen. The breasts increased size apparently 
because blockage the lymphatic system and the 
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back the chest was also edematous. Throughout the 
course the disease cough sputum was noticed. 
Difficulty swallowing was complained two weeks 
before death, which occured June 12. 


Complete post-mortem examination performed one and 
one-half hours after death presented the following find- 
ings pertinent the neoplasm. 


The positive findings were confined the thoracic 
There definite shift the mediastinum. 
The right lung weighs 350 gm. Shows slight atelectasis 
the lower lobe. other gross significant changes. 

The left pleural space completely obliterated; the 
visceral and parietal pleura have become fused, diffusely 
infiltrated with firm homogeneous pinkish tumour tissue 
which more tough than friable. This has produced 
complete encasement the left lung which varies 
measures from mm. The left lung together with 
the surrounding tumour completely separated from 
the chest wall blunt dissection, except the opera- 
tive site posteriorly where tumour firmly adherent 
the 8th and 9th ribs, with some limited infiltration the 
intercostal muscles. 


The left lung with tumour weighs 1,150 gm. the 
gross section stated above, there complete encase- 
ment the lung, together with infiltration the 
lateral, anterior and posterior portions the pericardial 
sac. Tumour has produced some irregular nodularity 
the inner surface the pericardial sac, but grossly does 
not penetrate through entire thickness. several areas 
there nodular extension into the peripheral portion 
There also extension tumour along the plane the 
interlobar fissure but with invasion the parenchyma 
itself. Diaphragm also superficially invaded. Lung 
parenchyma shows surprisingly little gross change. There 
some atelectasis and congestion. Bronchi are free 
tumour. 


Located the mediastinum are number enlarged 
nodes. The largest located the bifurcation the 
trachea and pressing the posteriorly, 
measures em. not believe this node in- 
volved tumour. Only one node located anterior 
the esophagus the level the diaphragm grossly 
replaced firm white tumour. This measures em. 


Microscopic.—Pleura shows marked 
fibrous thickening scattered throughout which tumour. 
The predominant tumour pattern papillary acinar. 
Individual cells show somewhat greater pleomorphism 
than initial excision with deeper staining nuclei and 
greater irregularity size. Mitoses are still infrequent. 


Slides original and post mortem material were sub- 
mitted Drs. Fred Stewart, and Frank Foote, Jr., 
Memorial Hospital, New York, who made the diagnosis 


DISCUSSION 


describes two types tumour, the 
and the diffuse. this case the tu- 
mour originally presented itself multiple 
but form and then progressed enease 
the entire lung. This would suggest that the 
so-called and diffuse types may dif- 
ferent stages the same process. the litera- 
ture reviewed mention has been made 
whether these tumours arise from the visceral 
parietal pleura. this instance the visceral 
pleura was uninvolved the time operation 
suggesting parietal origin. 


SUMMARY 


Mesothelioma the pleura rare tumour 
about once 2,500 autopsies. 

The onset the disease insidious and the 
symptoms varied, the usual ones are pain, un- 
productive and dyspnea. 

ease presented primary malignant 
tumour the pleura middle-aged white 
female. 
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THE RELATIONSHIP URETHRAL 
CARUNCLE CARCINOMA 
URETHRA* 


Max Ratner, M.D. and 
Clarence Schneiderman, M.D.* 


Montreal, Que. 


present day concept the nature 

urethral has undergone consider- 
able change, the recognition that 
malignant process not infrequently underlies 
this seemingly benign exterior. Our attention 
was attracted study this relationship 
recent case, wherein clinically innocent 
urethral was completely excised, and 
routine pathological examination disclosed 
squamous carcinoma the urethra. 

The prevalence similar hidden lesions 
well illustrated two large series cases 
reported the past five years. 
analyzed group 100 and 
and precancerous lesions, the cases 
which examination was 
out. Hess? reviewed which 
examinations were made. Thirteen 
cases were reported carcinoma and 
suspicious malignancies. Their studies indicate, 
that practically all their cases, 
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was unsuspected. The extremely common oc- 
the varied forms treatment, which not 
permit histological examination the lesion, 
suggest that malignant growth the urethra 
may unrecognized, and the opportunity for 
complete cure may forfeited. 

The familiar appearance soft, reddish, 
sensitive exerescence usually the 
posterior lip the urethral meatus, desig- 
Samuel Sharp 1750. Oceasionally the lesion 
may within the meatus and either broad- 
nature, has bleed readily and 
its sensitivity touch flow urine often 
very marked. The incidence this lesion 
the menopausal age group. 

essentially that chronically inflamed, pro- 
liferative urethral mucosa, with and 
vascular engorgement being prominent features. 
The epithelial surface may 
squamous transitional type, with 
both varieties. Three principal 
types caruncle have been described, based 
the predominant character the lesion, and 
are classified granulomatous, papillomatous 
and angiomatous. 

The recognition true cancerous growth 
caruncle requires expert pathological inter- 
pretation. There normal tendency for the 
benign lesion show downward projection 
epithelial folds, which may give erroneous 
impression malignancy. The latter can only 
determined the lack uniformity, 
cell type, nuclear activity, and 
tendency invasiveness. many the 
extremely difficult determine, especially 
the very early stage, such represented the 
case reported below. 

The etiological basis contro- 
versial. Most observers stress the 
inflammatory changes the develop- 
ment this lesion. denies this 
important factor, stating that inflam- 
matory changes the male urethra are 
least frequent those the female, the 
absence the caruncle males rules out in- 
flammation etiologic factor’’. Despite 
this view are impressed with the frequent 


granular urethritis, and rectocele with 
this condition. felt that the proliferative 
changes the urethral mucosa are response 
infective process, and many cases 
superadded trauma due The 
original view which associated this lesion with 
Neisserian infection the urethra 
longer tenable. 

pain, frequeney and burn- 
ing urination are most often the presenting 
Bleeding when the lesion 
touched common finding, and may assume 
hemorrhagie proportions rare 
The pain times marked severity, and 
lead extreme nervousness and anxiety. 
However, not infrequently, the caruncle may 
only examination. 

far the most common lesion the female 
urethra the benign urethral and 
experience has shown that the differential diag- 
nosis usually not difficult. 
however, demonstrated the pre- 
sented below, the makes early 
earcinoma. The other urethral lesions that 
must distinguished are benign tumours,’ 
prolapsed mucosa, urethral stricture, angioma. 


CASE REPORT 


C.L., female, aged 49, referred Dr. Addleman, was 
admitted the Jewish General Hospital, May 21, 1947. 
The presenting complaints were painful urination, 
urgency and frequency, and itchiness vulva, two 
years’ duration. that period time, occasional 
episodes blood tinged urine were noted. Past and 
familial histories were irrelevant. Physical examination 
was essentially negative. Voided specimen urine was 
hazy yellow, and acid reaction; gravity was 
1.016; albumen and sugar were negative; microscopic 
examination showed occasional red blood cell, and epi- 
thelial cells. was 91%, white blood count 
was 6,200 per The non-protein nitrogen was 
mgm. Chest x-ray was negative. pelvic examina- 
tion soft red, tender mass, approximately 0.5 
diameter was noted the posterior lip the urethral 
meatus, and protruding slightly from the orifice. small 
area erosion was seen the under surface the 
lesion, which had the appearance the usual caruncle. 

was passed and the bladder ap- 
peared normal. catheters were passed both 
renal pelves, and specimens were taken for microscopic 
examination, which was negative. Retrograde pyelo- 
graphy showed abnormal findings the upper urin- 
ary tract. The following day, under pentothal anesthesia, 
the urethra was dilated, after which the lesion was 
grasped with Allis forceps, and completely excised with 
the electro-cutting knife, including submucosa and part 
muscularis. The base was then fulgurated with 
fine electrode, and Foley retention catheter was 
inserted. The catheter was removed the third post- 
operative day. 

Pathological examination.—Sections cut different 
levels reveal irregular fragment tissue which 
covered one surface layer transitional epi- 
thelium, which one end becomes squamous 
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these situations there downward proliferation 
obvious squamous epithelial cells which the deeper 
layers show isolated masses and nests cells, some 
which show well defined pearl formation. the peri- 
phery some these cell nests the deeper portions 
sharp definition between epithelial cells and supporting 
stroma gone and isolated cells are seen invading the 
stroma. The epithelial cells here, though moderately uni- 
form appearance, show occasional figures. 
the area proliferation and invasion supporting 
tissue epithelial components, there diffuse in- 
filtration lymphocytes and scattered plasma 


Diagnosis.—Urethral caruncle, the seat early, com- 
pletely removed, well differentiated 


DISCUSSION 


There are several interesting observations 
The extremely early nature 


character. 


opinion that the term should 
regarded rather than pathologi- 
cal expression. 

From the evidence submitted, one can readily 
see the necessity for complete excision the 
urethral mass, treatment undertaken, 
and felt that multiple sections should 
examined, since this specimen, one section 
showed absolutely malignant 
changes. Whereas formerly was our practice 
merely excise superficial portion the 
proliferative lesion, and employ 
silver nitrate stick for cauterization, our 
treatment now consists complete removal 
the with electro-cutting knife 
loop, the submucosa and portion 


Fig. (low power) showing completely excised tumour, with down- 
ward proliferation squamous epithelial cells. Fig. 2—Photomicrograph (high power) 
showing isolated nests cells, with well defined pearl formation, and isolated cells invading 
the stroma. 


cancerous development the specimen excised 
this case, seems indicate further phase 
the progression hyperplastic downgrowth 
epithelium. This determined the 
eventual loss regularity cellular growth, 
activity, and toward invasion the 
underlying tissues. There appears in- 
creasing support for the view that the urethral 
experience with urethra! 
the Squier Urological New York, 
has substantiated the finding early carcinoma 
several these cases, and the 


museularis. The base then thoroughly 
fulgurated with fine electrode. highly 
probable that the past, early urethral 
has been overlooked some in- 
stanees. This more likely have occurred 
those that have not had surgical 
excision the lesion but rather superficial 
cauterization with such silver nitrate. 
With more widespread adoption policy 
examination all proliferation lesions 
about the urethra, expected that early 
malignant changes will detected some 
eases, which clinically present benign ap- 
pearance. 
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SUMMARY opinion the following scheme ‘outlined 


unsuspected early squamous cell 
histological examination, pre- 
sented. 

earuncle, and relationship carcinoma are 
briefly discussed. 

Stress placed the importance com- 
plete excision and pathological exam- 
ination all proliferative urethral lesions 
the female. 
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STUDY ONE HUNDRED AND 
FIFTY CASES PNEUMONIA 


Charles Rich, M.D. 
Edmonton, Alta. 
NOMENCLATURE 


denote lung 
defined lung inflammation 
secondary some pre-existing respiratory dis- 
ease damage. ‘‘Pneumonitis’’ means simply 
lung inflammation any type 
broncho-pneumonia. convenient term 
when the etiology type pneumonia un- 
determined and really more logical than the 
term pneumonia. not used entity 
itself. Pneumonia pneumonitis there- 
fore only half diagnosis and should always 
defined further the following classification. 
pneumonia’’ term much 
abused. Few pneumonias are typical. 
used later only qualified. 


CLASSIFICATION 


ful classification using the term pneumonitis meaning 
lung inflammation. gives eight types. these his 
(1) common cold pneumonitis; (2) influenzal pneumon- 
itis due unknown viruses; (3) influenzal pneumonitis; 
(7) pneumonitis due known viruses; (8) pneumonitis 


previous remains the simplest. 


(a) Pneumococcal pneumonias: (1) lobar 
(2) atypical pneumococcal pneumonia. 

(b) these are pneumonias modi- 
fied secondary to; (1) allergy; (2) sinusitis; (3) 
lung damage. 

(c) Virus pneumonia: the virus this type prob- 
able possible but unproved. 


the sake simplification the second- 
ary broncho-pneumonias following 
operation, fungus infection, atelectasis, heart 
disease, ete., are not 
This classification showed the following results: 
(1) Pneumococeal pneumonia 27%. this 
group 16% were typically lobar. The re- 
maining (b) 11% had some the typical fea- 
tures absent but enough facts were present 
make reasonably certain that they were 
originated the (2) Broncho- 
pneumonia 55%. (3) Virus pneumonia 18%. 

The group was further 
subdivided follows: Broncho-pneumonia sinu- 
sitis 15%; broncho-pneumonia lung damage 
66.25% broncho-pneumonia bronchiectasis 
allergy 13.75%. the al- 
lergy group are two eases Loeffler’s syndrome. 

interesting note that the virus type, 
three followed the injection T.A.B.T., one 
malaria and one infective hepatitis. Included 
this group also are two mucosal 
respiratory syndrome. 


ETIOLOGY 


With the introduction 
chemotherapy this has become difficult. 
effort always should made obtain speci- 
men sputum before these agents are given. 
The specimen must fresh. Secondary invaders 
contaminators may grow more vigorously than 
the primary agent. Only small gob neces- 
sary and should coughed and not mixed 
with saliva. best take three consecutive 
morning specimens. One only may positive 
and yet highly significant. After the third day, 
apart from therapy, the specimen may nega- 


due unknown viruses; come into classification 


virus pneumonia possible probable. 

His (3) contamination pneumonitis corresponds 
broncho-pneumonia, sinusitis; his (4) exacerbation pneu- 
monitis, broncho-pneumonia, lung damage; and lastly 
(6) allergic pneumonitis corresponds broncho-pneu- 
monia, allergy. pneumonitis (5) was not 
included classification since atelectasis after 
all part any pneumonitis. Further, the group, where 
atelectasis the main feature and where the term might 
justly used, namely postoperative pneumonia, out- 
side the article. 


the 
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tive. This does not mean virus pneumonia. 
Immune bodies rapidly develop the serum 
and sputum. Even bacteria were present 
the sputum first excreted, the sputum itself 
may rapidly destroy them few hours. Many 
our specimens showed pneumococci direct 
stained smear and the none. 
fairly, presumed that the immune bodies, this 
event, had not yet destroyed the cocci they 
are evident the smear. their 
vitality was reduced enough prevent their 
ability reproduce. 

The discovery pathogens the sputum 
does not mean that they are the cause pneu- 
monia. Pathogens pneumococci, 
influenza bacilli) may normally present 
the pharynx, especially during the winter. 
they are found, however, pure culture and 
more than onee, likely that they are the 
the pneumonia. Conversely the dis- 
non-pathogens, normally present 
the mouth, such the Strep. viridans may have 
definite significance. Just this organism 
may attack the damaged heart valve and pro- 
duce subacute endocarditis may also 
attack damaged lung and initiate pneu- 
monia, lung damage). 
The significant bacteria, even non- 
pathogens the sputum may often point 
this type pneumonia. Chronically infected 
ears and sinuses often show apparent organ- 
isms. Although the virus these cases may 
initiate these recurrences, the primary and first 
attack and damage was bacterial and 
the significant these the 
damage rather than the bacteriology. One 
should not classify lung infection therefore 
virus simply because significant bacteria 
are found until the factor previous damage 
excluded. Even chemotherapy has been 
initiated, bacteriological examination may 
worth-while may point out resistant 
organisms. pathogens after 
chemotherapy was found 
lung. 


1925. this parallels similar im- 
provement whooping cough, fever 
and measles. This improvement preceded the 
introduction sulfa drugs. not deserve 
all the credit are getting for the reduction 
the mortality pneumonia. series 


there were deaths. Part the apparent im- 
provement mortality due the greater 
number discovered there greater 
awareness mild cases pneumonia and the 
x-ray used much more lavishly. 

Family survey emphasized the 
family history. This would often 
reveal underlying respiratory allergy with 
the resultant increased vulnerability. 


Past history.—This factor was found 
particular previous history 
pneumonia, sinusitis, bronchitis, asthma hay 
fever would bring the pneumonia under the 
proper classification and emphasize the neces- 
sary treatment. The more painstaking the past 
history the fewer primary pneumonias were 
diagnosed. 


Age.—As would expected the older the 
patient the fewer are the pure primary typical 
pneumonias. Not only are evidences previ- 
ous damage often present, but complications 
and chronicity will more frequent. The 
tubes children are small. 
underlying allergy, which tends further 
eonstrict and reduce their plays 
greater part than adults. Broncho-pneu- 


-monia allergy occurs more often therefore 


children. 


Premonitory symptoms often show the 
group. onset with, for 
example head cold and headache will often 
suggest broncho-pneumonia sinusitis, (b) 
wheezy chest, broncho-pneumonia allergy, (c) 
recurrence, with former pain, broncho- 
pneumonia, lung damage. pneumonia may 
without recognizable pain, sputum, cough 
temperature. Constantly present however, 
raised sedimentation rate, post 
tussie rales, and x-ray density. 


DIAGNOSIS 


chest x-ray should taken (a) tempera- 
ture persists after four days with ‘‘flu’’, 
moisture heard the chest, (c) 
cold persists. 

important the onset distinguish 
between head and chest colds. One may point 
sinusitis and the other, lung damage. 
complaint made headache, the head- 
loealized, recurrent, where it, associated 
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with nasal blockage and discharge? Transil- 
lumination easy and revealing. Cervical 
gland enlargement, hoarseness with post nasal 
discharge, persistent sore throat, and nasal dis- 
charge unilateral, may mean sinusitis. There 
may pain with sinusitis. taking 
x-ray the sinuses there practical value 
taking any more than the maxillary. sore 
throat may mean tonsillitis, pharyngitis 
sinusitis. 

Chest pain must sought for. may 
evanescent, present only for hour 
revealed only deep inspiration cough. 
localizes the lesion fairly may 
referred the shoulder, lower back, ap- 
pendix, gall bladder kidney regions. 
often, therefore, mistaken for lumbago, rheuma- 
tism, appendicitis, cholecystitis and kidney 
stone. may absent since only 
the parietal pleura reached. Its presence 
the same area previous chest colds 
lung damage. 

Tenderness, hyperesthesia, and spasm 
intercostal muscle are often present they are 
with appendicitis. They are not recognized since 
they are rarely sought for. 

The sputum important apart from its 
teriology. Its origin, head chest, may reveal 
the primary focus. Its decreasing amount 
indication progress. copious sinu- 
sitis and bronchiectasis. often and 
hard raise where allergy underlying. Blood 
the onset generally means pneu- 
monia but may mean pharyngitis only, 
bronchiectasis, lighting-up old granu- 
lation damaged bronchus. 

The white cell count helpful. should 
taken daily for three days. One count only may 
high and therefore probably 
bacterial pneumonia, low count will point 
toward the virus type. differential count may 
show increase polymorphonuclears, point- 
ing toward bacterial type. 
atypical lymphocytes, would 
suggest virus type. The sedimentation rate 
recovery and certainly cheaper. The vital 
capacity useful index recovery and the 
presence allergy emphysema. 

prolonged chest colds generally mean lung dam- 
age. wheezing felt the patient 
localized area lung and persisting each 


chest cold always means lung damage that 
area. Chest signs may only heard after 
deep expiration, cough and then deep inspira- 
tion. Air may not enter diseased portion 
lung unless these movements are performed. 
air gets nothing will heard. listen- 
ing posteriorly, should, far possible, 
cleared off the chest wall, folding the arms 
and leaning 

There typical x-ray picture which will 
distinguish the various types pneumonia. 
x-ray has revealed 
change but not new disease’’ (J. Adamson). 
Residual damage thickened pleura may not 
revealed all the film. high diaphragm 
and mediastinal shift not necessarily mean 
atelectasis. They may mean the immobility 
pain, may solid lung. solid lung 
(solid with inflammation) ineapable ex- 
pansion. Therefore inspiration the dia- 
phragm will unable descend far and what 
negative pressure produced will tend pull 
over the mediastinum. 


The x-ray may not show damage inflam- 
mation bronchi, pleura, and 
areas, 


TREATMENT 


Prevention important. Prevention depends 
the recognition factors involved the 
group. Small doses sulfa 
drugs given prophylaxis would useful 
this group. The development and use vac- 
cines might useful also least the control 
secondary invaders which are always feature 
this group. Opiates given with colds increase 
the toward pneumonia. There some 
evidence that dirty mouth will predispose 
pneumonias least increase the incidence 
secondary infection the affected lung. 

direct treatment, the combination peni- 
cillin and sulfa drugs logical, and oxygen 
nasal catheter said superior the tent. 
wise keep the patient bed fourteen 
days after normal temperature. However, 
each different and mild attack may 
for much less bed. steadily falling sedi- 
mentation; rate good guide 
activity. lack response treatment points 
may also mean insufficient blood concentration 
the sulfa penicillin. Chemotherapy may 
have some value the virus group since 
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secondary bacterial invasion likely pos- 
sible this type. Aminophylline helpful 
wheezing present. Plasma value the 
blood pressure low, the patient has previously 
been poor diet, and the convalescence 
prolonged. Morphine probably does more good 
than harm the stasis produced pain, 
and which will relieved morphine, 
more harm than the general stasis produced 
the drug. Demarol, effective, better. 
However, the logical way relieve the pain 
pneumonias intercostal nerve block. 

Immune serum the extent 250 said 
aid the virus pneumonia. However, 
opinion its value doubtful since virus 
intracellular the time the disease de- 
veloped. intracellular organism will not 
likely influenced extracellular serum. 
However, possible that many these so- 
virus pneumonias belong the broncho- 
pneumonia group since shown that 70% 
them develop agglutinin against the Strep. 
antibodies that the serum owes its usefulness. 

Mucosal respiratory syndrome (originally 
Stevens-Johnson’s disease) shows striking simi- 
larities some sulfa drug reactions. Schoem- 
has shown that this disease may re- 
spond benadryl. Both observations would 
tend place this disease the classification 
broncho-pneumonia, allergy, rather than, 
present, virus pneumonia. 
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CASE REPORTS 
CASE 


(Extensive Healed Dissecting Aneurysm 
the Aorta) 


Walker, M.D. and 
William Boyd, M.D. 


Toronto, Ont. 


Although dissecting aneurysms the aorta 
have been for almost 150 years and 
are seen about once every 350 autopsies, 
sionally one having unusually 


the Department Pathology and Bacteri- 
ology, University Toronto. 


interesting features. Such the case pre- 
sented, which there was extensive healed 
aneurysm resulting ‘‘double aorta’’ similar 
those which once were considered con- 
genital anomalies, 


HISTORY 


The patient, 68-year old male, was admitted the 
Toronto General Hospital August 30, 1945, with 
months’ history hypertensive heart disease from 
which eventually died March 1946. had been 
good health until years before admission, when 
rising from bed was seized with sudden severe pain 
his chest radiating both hips, which 
caused him fall the floor. The pain lasted for five 
minutes and during this time and further minutes his 
legs were paralyzed. was left pale, weak and perspir- 
ing profusely. was cared for the time his 
family physician who kept him bed for weeks and 
then allowed gradually increasing activity. made 
complete recovery and was entirely well for two years 
when symptoms hypertensive heart disease were first 
noticed, which, previously stated, resulted his death. 

Post post mortem examination the find- 
ings were those hypertensive heart disease. The heart 
was enlarged, weighing 660 gm. and the ventricles were 
hypertrophied and dilated. The coronary artery walls 
were thickened scattered, raised, atheromatous plaques, 
which one point only, the orifice 
the right coronary artery, caused some stenosis. The 
aorta was normal size and showed moderate athero- 
matous changes, most marked the abdominal portion 
(Fig. 1). 

was when cutting routine block from the ab- 
dominal aorta that the ‘‘double aorta’’ was noticed, the 
second lumen lying behind the true channel. The rela- 
tionship the second lumen the heart and aorta 
shown Fig. This aneurysm extended from the 
heart, where was found large sac em. 
diameter (Fig. upwards around the arch the aorta, 
where lay behind and the right the aorta and 
extended for short distance the innominate artery 
(Fig. 3), then downwards behind the and ab- 
dominal aorta almost the bifurcation. its course 
communicated with the lumen the aorta two 
points, proximally through small vertical slit 0.8 em. 
length 2.0 em. above the posterior cusp the aortic 
valve (Fig. 4), and distally through transverse flap- 
like opening the posterior wall the aorta measuring 

0.5 em. point 1.5 em. proximal the bifurca- 
tion (Fig. 1). 

The aneurysm, except the proximal saccular dilata- 
tion where contained plaques thrombus material, 
was empty and lined smooth glistening surface. 
large vessels traversed the sac, but several vertebral 
arteries entered it. 

opening the sac longitudinally, had been done 


“with the aorta, the wall the sac and the aorta were 


seen about the same thickness. The diameter 
the aneurysm was for the most part greater than that 
the aorta (Fig. 5), measuring the mid thoracic 
region 8.5 em. whereas the aorta measured 6.7 
this region the common wall between the two channels 
measured 3.2 em. Slight but definite erosion the 
vertebral bodies from thoracic thoracic was 
present the left side, where the aneurysm lay direct 
with the bone. 

Microscopic examination.—Sections were taken from 
the wall the aorta, the common wall, the wall the 
aneurysm, and the point junction these three 
various levels. The wall the aorta showed numerous 
atheromatous plaques the intima. The media showed 
patchy areas which there was absence muscle fibres 
and replacement amorphous pink-staining material. 
These patches lay for the most part just outside the 
mid-point the media and were more numerous laterally 
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Fig. the aorta showing clot lying direct communication between 
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the aorta and the the aneurysm. Fig. 
topography the second lumen and its relation that the aorta. 


Fig. 3.—Photograph the heart showing the position and relative size the aneurysm 
and the aorta. Fig. opened show proximal communication the aorta with 
the aneurysm vertical slit above the posterior aortic cusp. 
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the point splitting was approached. The dissection 
had along the media plane between the 
inner two-thirds and the outer third. The wall the 
second lumen therefore consisted adventitia, the outer 
third the media, thickened layer organized 
thrombus and lined smooth endothelium. The common 
wall lying between the aorta and the second lumen con- 
sisted the intima the aorta, the inner two-thirds 
the media the aorta, layer organized thrombus 
and the endothelium the sac. 


DISCUSSION 


Manoir’ 1802 first appreciated the dis- 
secting nature this type aneurysm, and 
Dublin 1822 described healed 
aneurysm which the blood through 
the new sae and re-entered the vessel lower 
opening. Such resulting double lumens they 
appear the aorta, were one time considered 
developmental anomalies (Bouillard 1847 
and van den Kolk Dissecting aneu- 
rysms occur more commonly males* and have 


Fig. show relative arrangement and size 
aorta and aneurysm descending aorta. 


their greatest incidence the 6th decade 
Their development depends the ex- 
istenee two factors, first the presence 
degenerative disease the media described 
Erdheim 1929, and secondly 
blood pressure which was present 75% 
Shennan’s Both these factors were 
present this case. The degeneration the 
media the aorta was clearly seen micro- 
sections, the recorded blood pressure 
was 170/90, and there was hypertrophy the 
heart. Syphilis plays part the develop- 
ment this lesion and atheromatous only 
Maude 1927 reported that 
series 200 cases coarctation the 
aorta 38. died from rupture the aorta, and 
Shennan’s series dissecting aneurysms had 
congenital coarctation. 


The onset those cases resulting healing 
similar those resulting early death,* 
history that during following exertion there 
sudden onset tearing pain, the thorax 
often pain the abdomen, 
back and head, neck limbs, leaving the 
victim collapsed, and un- 
conscious for variable period. the present 
case such episode years prior 
death, but was not interpreted clinically that 
time later. 


The fate the patient following the acute 
onset depends the events oceurring the 
sac the aneurysm. The aneurysm usually 
ruptures, immediately within few days, 
externally through the remaining media and 
adventitia into the pericardial, pleural, peri- 
toneal resulting early death. How- 
ever, the may rupture back into the aorta 
one its branches and external rupture 
does not also oceur results ‘‘imperfect 
rarely the contents the sae may become organ- 
ized, resulting its obliteration. 
those persons who recover the result the 
secondary rupture back into 
about half later die heart failure and the 
remainder due further external rupture 
due damage brain kidneys* from inter- 
ference with blood supply the result the 
existence the aneurysm, hypertension. 


The initial rupture most frequently 
the ascending and dissection takes place 
the layers the media both proximally and 
distally and laterally around the 
the aorta varying degree. The dissection 
frequently extends along the main branches 
the aorta and result the dissection main 
branches may found arising from the 
The point which the secondary rupture 
back into the lumen extremely variable 
and may found the common, internal 
external artery rarely more 
Following the initial dissection, layer 
thrombus laid down the wall the sae 
which becomes organized and from the sites 
rupture and the orifices communicating ves- 
sels, endothelium grows line the new 
The lumen the sae frequently, 
this ease, greater than the 
aorta itself, and depending the thickness 
the layer organized thrombus, the wall 
the sae may thicker than that the aorta. 
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SUMMARY which were intermittent character and associated with 


extensive healed dissecting aneurysm 
extending from the heart the 
the aorta, reported along with brief résumé 
the chief and pathological features 
the 
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TORSION CRYPTORCHID WITH 
STRANGULATION OMENTUM 
CONGENITAL HERNIA 


Ratner, M.D., Ritz, M.D. and 
Schneiderman, M.D. 


Department Urology, Jewish General 
Hospital, Montreal, Que. 


The complications mal- 
descent the testis are manifold. most 
unusual one associated congenital hernia 
with strangulation the testis and hernial con- 
tents congenital fibrous band. Such ease 
being presented. review the literature 
from 1920 the present day, were able 
find only one reported Woodruff and 
Milbert! somewhat similar nature, which 
the undescended testis was strangulated 
loop omentum extending into hernial sae. 


22-year old white male was first admitted the 
Jewish General Hospital December 15, 1946, complain- 
ing recurrent swelling the left inguinal region 
four years’ duration. This was consistently associated 
with nausea but vomiting. The swelling would per- 
sist for half one hour and then regress slowly; there 
were subjective urinary symptoms nor changes 
bowel habit. Similar such episodes were experienced 
the average once monthly. the morning ad- 
mission, swelling and pain persisted for several hours 
and was accompanied vomiting; the vomitus consisted 
recently ingested food. Examination the patient’s 
home revealed tender mass the size chicken egg. 
route the hospital, the swelling diminished size 
and the pain gradually subsided. 


The past and familial history was non-contributory. 
Physical examination was negative except for external 
strabismus the left eye and findings the left inguinal 
region and scrotal sac. The latter was empty. small, 
tender testis was readily palpable the inguinal canal, 
midway between the internal and external inguinal 
the latter was widely patent. The patient refused opera- 
tion and was discharged two days later. diagnosis 
torsion with indirect inguinal hernia 
was made. 


Following discharge from the hospital, remained 
perfectly well for three days. then began experi- 
ence sharp, cutting pains the left inguinal region 


nausea but vomiting. Two days prior admission, 
again noticed swelling the left inguinal region 
which became progressively larger and extremely tender 
palpation. was admitted the hospital Janu- 
ary 1947, evident distress. Examination revealed 
firm, fluctuant, tender mass, the size chicken 
egg, the left inguinal region. The overlying skin 
was reddened and Temperature, 100° F.; 
white blood count, 27,700. Urinalysis revealed trace 
albumin and one plus sugar. Immediate operation 
was deemed advisable. 


operation, mass was found lying super- 
ficial the aponeurosis the external oblique muscle. 
was attached the symphysis pubis, its distal pole, 
firm, fibrous band. The sac this mass was in- 
cised and small quantity bloody fluid was obtained. 
The testicle appeared and there was torsion 
the testis and head the epididymis round, 
firm, tubular structure. ‘The latter also strangu- 
lated omentum which had found its way into the sac. 
was then evident that the condition dealt with 
was congenital vaginal, interstitial inguinal hernia 
the extraparietal type associated with torsion mal- 
descended testis and strangulation omentum. The 
operation was completed resection the strangulated 
portion omentum, epididymo-orchidectomy, and hernio- 
plasty. The subsequent recovery the patient was 
uneventful, 


Fig. specimen showing coils con- 
genital band strangulating omentum and cord immedi- 
ately adjacent testis. Fig. showing 
the congenital band dissected away from omentum and 
cord thus revealing the number coils these areas. 


Pathological report (Dr. Simon).—The speci- 
men consisted hemorrhagic testicle completely 
covered tunica albuginea which was dull and 
violaceous colour. Attached the epididymis, and 
surrounding ‘the testis, was irregular sac-like sheet 
tissue, the processus vaginalis. The surface closest 
the testis was wrinkled, violet-coloured and covered 
thin, fibrinous exudate. The opposite surface was 
and were attached numerous small tags 
fat and connective tissue, well the terminal portion 
the epididymis and the origin the vas deferens. 
The testis was connected the mass omentum 
thick, rope-like band tissue (Fig. 1). One end 
this band narrowed out form fine, thread-like at- 
tachment with the testis its junction with the epi- 
didymis. this situation, twisted around this 
tion making one and one-half turns and apparently con- 
testicular blood supply. The other end 
the band was found make three complete turns about 
the omentum and terminated flattening, branching 
and fusing imperceptibly with the connective tissue 
the omentum (Fig. impression was 
that recent extensive infarction the testis, due 
twisting and strangulation anomalous cord, pos- 
sibly vestigial remnant the Wolffian apparatus; 
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DISCUSSION 


The hernia was congenital-vaginal type 
because the processus vaginalis, leading from the 
peritoneal cavity the testis, was unobliterated 
and communicated with the tunica vaginadis. 
Thus there was free access the sae for 
omentum bowel. such eases, the 
generally very thin and the cord 
closely adheres it. Interstitial inguinal hernia 
denotes one which develops unusual posi- 
tion relation the abdominal wall. the 
presented, the hernia was found im- 
mediately deep the subeutaneous fat. Extra- 
parietal denotes hernia which passes through 
the inguinal canal and superficial inguinal ring 
and then extends outwards along Poupart’s 
ligament. All these were fulfilled 
the case presented. One can only speculate 
the pathogenesis this bizarre lesion. 
felt that partial strangulation omentum 
which was present for some time, well 
intermittent protrusion the testis through the 
external ring, accounted for the repeated epi- 
sodes pain noted prior the last admission. 
The final episode resulted from torsion the 
testis and epididymis, which caused shortening 
the fibrous band and, consequently, strangula- 
tion omentum, the latter process 
irreversible condition. 


SUMMARY 


There are frequent references the litera- 
ture torsion the testis eryptorchidism. 
The unusual feature the case presented the 
presence concomitant congenital hernia 
associated with strangulation testis and omen- 
tum band. This emphasizes 
more the importance early recognition 
and treatment all types 
and particularly important when there 
associated congenital hernia. 


wish express our thanks Miss Marguerite 
Routh for her drawing the original specimen. 
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TORSION THE GALL BLADDER 
WITH GANGRENE 


Moses, M.D. and Hicks, M.D. 
Brantford Clinic, Brantford, Ont. 


1936 Angel and Angel the Southern 
Medical Journal reported ease torsion 
the gall bladder. They found only eases 
the literature that date. are reporting 
torsion the gall bladder with gangrene. 


D.M., aged 79, farmer, was admitted June 
1947, the Willett Hospital, Paris, his family phy- 
sician, Dr. Bigham. His diagnosis was acute 
cholecystitis and ileus. 


The patient gave history indefinite pain the 
gall badder region for seven weeks. was unusually 
constipated during this time and was forced take 
laxatives and enemas for relief. There was history 
any previous illness. 


Two days before his hospital admission his pain be- 
came more severe and was associated with vomiting. Our 
examination the hospital June revealed aged 
patient with valvular heart disease, apparently shocked, 
toxic, dehydrated and condition that seemed 
any immediate surgical intervention. 
There was palpable mass the gall bladder region, 
general abdominal rigidity and tympanites. There was 
jaundice. His temperature was 98, pulse rate 84, 
weak and character. His blood pressure was 
100/70 and white blood cell count 15,000. agreed 
with the diagnosis his family physician and felt also 
that this was gangrenous gall bladder. 


was given intravenous glucose and transfusion 
but did not improve expected. was operated 
the next day. Under ether anesthesia, upper 
right rectus paramedian incision was made ample 
length. large, tense, gangrenous gall bladder im- 
mediately presented. The gall bladder had twisted its 
axis three times the counter-clockwise direction. The 
volvulus was complete that gangrene had 
The common duct, which was dilated, was lifted high 
and appeared level with the edge the 
liver. There were stones either the gall bladder 
the common duct. The liver was dark colour and 
showed high degree congestion. The pancreatic 
head and the spleen felt normal. There was wide- 
spread peritonitis with fibrinous deposit. 


was very easy remove the gall bladder the 
usual manner from below upwards. closed the 
abdomen Meckel’s diverticulum came into the opera- 
tive field and was removed. regard this 
dental finding. 


The patient’s condition was poor and spite sup- 
porting drugs, intravenous plasma and penicillin, died 
the following day. 


reviewing the ease, one would 


That the illness seven weeks prior his 
hospital admission was the initial twist the 
gall bladder. Nothing else would explain the 
position the duct. 


That this probably one the where 
time was wasted attempt make the 
patient safe operative risk. 
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RELIEF SCIATICA CARCINOMA 
THE PROSTATE PROCTOCAINE 


Teevens, M.D., C.M. 
Wawota, Sask. 


recognized, and gratifying achieve some 
relief from this distressing complaint without 
the continued use morphine. terminal 
cases carcinoma the prostate may linger 
for months, continued source relief 
desired. 

Proctocaine, for producing prolonged local 
anesthesia hemorrhoidectomy, fistula ano, 
has been used extensively for some time, and 
was feeling that this preparation could 
used with safety about the vascular anal and 
peri-anal region, could also used with even 
greater safety the relatively avascular caudal 
canal, admitting course, the possible 
danger all caudal anesthesia. 


The technique caudal block may found 
many recognized books ex- 
cellent being given Cullen’ his 
recent book. 


Mr. C.A., aged 74, was first seen October 30, 1947. 
had been patient the Cancer Clinic, where 
transurethral resection had been performed facilitate 
his urinary function, and this regard was doing 
very well. His principal complaint was severe pain 
three weeks’ duration, the left groin and down 
the length the left leg, and lesser degree, the 
right leg; following the course and distribution the 
nerve. Rectal examination revealed 
sclerotic prostate gland, with four easily palpable hard 
nodules, palpation the gland was accompanied 
severe pain. Sleep had been slight; the pain severe 
and continuous that would whimper ery for hours, 
and his mental attitude was one despair and despond- 
ency. Temporary relief was obtained through the use 
morphine until could arrange for his removal 
hospital. 


November 1947, carried out trans-sacral and 
caudal block injecting proctocaine into the 
caudal canal and each into the areas the 2nd, 
and 4th left sacral foramina. Response did not 
appear complete until after hours, during which inter- 
val morphine gr. p.r.n. was given. hours the 
patient said that hardly noticed any pain; movements 
the bed were accomplished with slight pain. esti- 
mated relief about 75% complete. This relief con- 
tinued for about weeks. 


November 23, pains the right groin became more 
marked and there was only about 30% relief pain 
the left groin and leg. repeated the caudal block 
using the caudal canal and each into the 
area the 2nd, 3rd, and 4th sacral foramina, both 
right and left sides. Response this time was even 
more satisfactory than the first occasion. Movements 
bed were almost completely without pain, and his 
mental attitude improved the degree that was 
clutching. straws his eventual recovery. This 
relief continued for two weeks, but extension the 


giving rise severe abdominal distress, offset 
the effects the caudal block, necessitated the use 
morphine until his death January 1948. 


relieve some the distress attending 
terminal cancer and doing improve 
the mental attitude the patient and that 
the household makes this procedure, 
opinion, worthy note. 


The proctocaine was product Allen and Han- 
bury’s, London, 
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THE TREATMENT BURSITIS 
TWIN-INJECTION LITHIUM 
SALICYLATE AND QUININE 
HYDROCHLORIDE AND URETHANE 


Diamond, M.D. 
Fort William, Ont. 


For the past years have been using vari- 
ous solutions for the treatment 
varicose veins and internal hemorrhoids, with 
results. However, the treatment 
bursitis these solutions did not produce the 
desired results. 1933 reported the ap- 
parent cure three cases prepatellar 
bursitis aspiration and injection tincture 
found mixing lithium salicylate and quinine 
hydrochloride and urethane that firm gummy 
substance resulted. When injected both solu- 
tions into vein firm adherent thrombus 
resulted with good occlusion. Furthermore, 
never saw injection ulcer due leakage 
frequently seen when. used separately. 
then began use this combination 
sively, the treatment hydrocele and 
bursitis. 


1942, reported and detail 
the cure cases hydrocele one aspira- 
tion and injection with lithium salicylate and 
quinine hydrochloride and urethane.? Since 
then have treated and cured 150 more cases 
hydrocele the same method and cases 
hydrocele treated, three required repeat, 
two which were cured second treatment, 
the third has not returned. 


The technique for the treatment hydrocele 
has been described detail and will not re- 
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peat here. The treatment bursitis, how- 
ever, will try minutely. 

First all must simple prepatellar 
easily recognized fluctuating swelling 
the anterior aspect the patella. The swelling 
limited the area the patella. There 
should difficulty differentiating this 
bursa from fluid the knee joint from 
pretibial bursitis. synovitis the swelling 
extends upwards beneath the quadriceps muscles 
and not felt front the patella. The pre- 
tibial bursa between the patella and 
the tibial tuberele. This bursa frequently com- 
with the knee joint and its injection 
contraindicated. bursa that likely 
with joint tendon should 
treated injection. Also hydrocele that 
communicates with the peritoneal should 
treated injection. 


One more point must stressed. must 
simple bursitis. acute suppurative 


bursitis must treated rest, chemotherapy, 


and necessary incision and drainage. the 
bursa one, with much thickening 
the wall, the whole lining and some the 
thickened wall should excised and the skin 
sutured without drainage. 

For the treatment simple prepatellar 
bursitis have the patient sit the table with 
his feet stool. This makes the bursa more 
prominent. sterilize the skin with and 
cover the bursa with gauze square saturated 
with aleohol while prepare instruments 


The following items (1) Four 
Luer Lok syringes. (2) One Luer Lok syringe. 
(3) One gauge hypodermic needle. (4) One gauge 
inch needle. (5) One per cent novocain, (6) Sterile 
distilled water saline. (7) Thirty per cent lithium 
salicylate. (8) Quinine hydrochloride and urethane. 


syringes. The third load with some water 
saline. The fourth load with novoeain. 
then raise wheal the lowest point the 
bursa. About novoeain sufficient 
make the procedure painless. then push the 
needle into the and withdraw some fluid. 


fluid should clear and straw coloured. 


withdraw this needle and insert the gauge 
needle with the syringe attached and 
aspirate all the fluid from the bursa. detach 
the syringe and attach the syringe containing 


the quinine hydrochloride and urethane, and 
inject it. Detach this syringe and attach the 
syringe with the water and inject about 
Detach this syringe and attach the 
syringe containing the lithium salicylate and 
inject it. With pressure the site the 
puncture knead the bursa for few seconds. 
Place figure elastoplast bandage snugly 
the bursa and tell your patient take 
easy for the next hours. report 
back day two for inspection. The bursa 
will swollen and tender but not too sore 
ambulant. need not lay off work. Mov- 
ing about helps the swelling and exudate 


absorb faster. one two months the bursa 


will have disappeared completely. 

For olecranon bursitis the same technique and 
instruments are used. both types bursitis 
found each solution was ample. For 
olecranon bursitis have the patient sit 
stool with his elbow flexed and the elbow pro- 
jecting over the end the table. Here again 
insert the needle the lowest point 
facilitate the withdrawal all the fluid. Strict 
asepsis must observed all times. Since 
first began using this method treatment have 
had the opportunity obtaining several speci- 
mens from patients who have died since first 
began using this method treatment. have 
found that there was very little fibrosis, and 
that the cavities all cases were completely 
obliterated pockets were found. Cleav- 
age the tunica vaginalis bursa wall was 
impossible. have encountered failures, 
except the three hydroceles that had receive 
second treatment. fatalities over 300 
eases treated. All were ambulant and lost only 
one two days their daily duties. None 
required hospitalization anesthetic. 


SUMMARY 


Two hundred and twenty-five cases hydro- 
cele were treated and cured aspiration and 
injection 30% lithium salicylate and quinine 
hydrochloride and urethane, with only three 
prepatellar and olecranon bursitis were treated 
the same twin injection with resultant cure 
every 
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ANAPLASTIC CARCINOMA THE 
SEMINAL VESICLES WITH EXTENSIVE 
INVASION THE BLADDER WALL* 


Sinclair, M.D. and Fitzpatrick, M.D. 
Montreal, Que. 


Primary the seminal vesicles 
considered extremely rare. re- 
ports from the literature considering 
after reviewing reported cases, feels that only 
are authentic that the prostate was involved 
the other 13, thus making impossible 
state with any degree accuracy whether the 
lesion was seminal vesicle origin. 
feel that the following case, showing in- 
volvement the prostate, represents carcinoma 
seminal vesicle origin. 


A.J.C., 76-year old white male was admitted the 
Urological Service the Montreal General Hospital 
September 1946, with the following urinary com- 
plaints: nocturnal incontinence, weak dribbling stream 
and slight burning and frequency, all six weeks’ 
duration. addition had suffered from loss ap- 
petite, nausea, occasional vomiting and severe constipa- 
tion with attendant weight loss for the same period 
time. For the two days prior admission had 
passed only few drops urine. 

The past history was not contributory. Physical 
examination revealed aged, apprehensive man with 
dry skin and parched tongue. Temperature was 97.8°, 
pulse 88, respiration 20. The heart and lungs were 
within normal limits, with blood pressure 160/60. The 
abdomen was somewhat protuberant but apart from 
questionable suprapubic dullness, otherwise negative. 
Extremities, reflexes and ocular fundi normal. 
adequate digital examination the rectum could not 
made the patient was most unco-operative. 

attempt pass small soft rubber catheter failed 
partially from apparent obstruction the posterior 
urethra and from complete lack co-operation the 
part the patient. Accordingly, small amount pen- 
tothal was given intravenously and soft rubber 
catheter threaded mandrin was passed the bladder. 
Only few clear urine was obtained, analysis 
which showed alkaline reaction; specific gravity 1.015; 
cells and pus cells. Under light anesthesia, 
digital examination the rectum revealed small normal 
prostate with hard mass extending across the pelvis 
above the level the prostate. 

The blood urea nitrogen was mgm. the hemo- 
globin 76% and white blood count 7,600. plain K.U.B. 
film showed evidence renal, ureteral vesical 
There was some distension with gas the 
stomach, colon and portions the small bowel. 

The day following admission the patient was some- 
what comatose, irrational and disorientated. spite 
five litres fluid administered intravenously 
admission, had not voided and the bladder was empty. 
Therefore was taken the cystoscopy room and given 
which produced anesthesia D.4 (it was felt that 
renal suppression may have been contributing factor 
the anuria). Cystoscopy revealed somewhat con- 


From the Urological Service the Montreal General 
Hospital. 


tracted bladder empty save for less than 
cloudy urine. grade median bar was present the 
bladder neck. The mucosal surface showed grade 
bullous edema and trabeculations. tumours 
ulceration were noted. The ureteral orifices were not 
found. Per rectum, digital examination revealed small 
prostate and immediately above and continuous with it, 
hard smooth fixed tumour mass extending across the 
pelvis both levators and constricting the rectum save 
for small tight circular opening which would barely 
admit the tip index finger. ‘sigmoidoscope 
could not passed beyond this point. The visualized 
bowel mucosa showed lesion. 


During the following three days was mostly semi- 
comatose although occasionally rational and responsive. 
Incontinence urine and was continual. Since 
would not tolerate catheter, accurate urine volumes 
could not ascertained but most, were minute 
amounts. The blood urea nitrogen rose mgm. 
and finally mgm. the last day. The tempera- 
ture did not rise above 99.4°. Treatment consisted 
intravenous fluids and sedation for restlessness. 


8.10 p.m., September 11, 1946, the patient 
gasped, coughed spasmodically, became very pale, passed 
large fluid bowel movement, developed Cheyne-Stokes 
respirations and expired five minutes later. 


AUTOPSY FINDINGS 


The most remarkable positive findings were limited 
the abdominal and cavities and these only will 
described. The pelvis contained 200 clear 
straw-coloured fluid. hard mass was felt the retro- 
vesical region, extending posteriorly the lateral border 
the fourth and fifth sacral vertebre. encased the 
rectum scirrhous arch and markedly narrowed its 
lumen (see Fig. 1). Inferiorly involved the levator 
ani shelf its insertion into the rectum. Superiorly the 
bladder wall was extensively invaded its vault, hold- 
ing that structure like uncollapsed tennis ball. 


Extensive dissection the seminal vesicles and pro- 
state revealed the main mass tumour placed 
the seminal vesicle area (see Fig. 1). Islands 
seminal vesicle structure were found the right side 
but gross resemblance seminal vesicle could 
identified the left side. Multiple sectioning the 
prostate revealed evidence tumour involvement. 
Indeed, except for prominent median bar, the prostate 
was normal all respects. The bladder wall measured 
thickness. Although its musculature was 
extensively infiltrated with tumour, the mucosal surface 
presented lesion. Similarly the wall the rectum 
was extensively infiltrated, with the mucosal surface free 
any lesion. 


Microscopic study revealed seminal vesicle structure 
almost completely replaced tumour. This was most 
remarkable the left side. The tumour cells were 
undifferentiated and markedly pleomorphic, presenting 
large vesicular nucleus heavily stippled with chro- 
matin and sparse eosinophilic cytoplasm. They grew 
set pattern, being extremely anaplastic and 
prominent with figures. The perirectal tissue 
was extensively invaded similar cells. tumour 
invasion was found the rectal mucosa but,a minute 
patch extended into the rectal musculature. The 
bladder wall was markedly invaded with similar ana- 
cells but tumour was found the mucosa 
(see Fig. 4). The most remarkable finding was the 
freedom the prostate from any tumour involvement 
(see Figs. and 3). Multiple sections were studied. 
The capsule was found uninterrupted and the under- 
lying prostatic tissue was completely 


tainly there was evidence the prostate any 
tumour that could considered the source origin 
for the retrovesical tumour (see Fig. 3). 
Examination the abdominal and thoracic cavities 
showed evidence metastases viscera, bones 
lymph nodes gross microscopic examination. 
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Fig. 1—(A) Carcinoma the seminal vesicles invading bladder wall and peri-rectal 
tissue; also showing non-invasion the prostate (seminal vesicle site outlined). (B) 
Posterior view showing retrovesical tumour involving ureters, hypertrophy the left 
kidney with hydro-ureter and hydro-nephrosis, extreme hypoplasia the right kidney and 
ureter. Fig. showing longitudinal section through prostate and 
posterior wall bladder. (A) Normal prostate with evidence tumour. (B) Capsule 
prostate. Tumour extending outer border but not invading. (C) Bladder mucosa 
free tumour. (D) Tumour. (E) Vas deferens. (F) Ureter. Fig. 

160 showing tumour growth extending down (A) prostate capsule. Cellular debris 
prostatic glands represents post-mortem desquamation glandular epithelium. 
evidence tumour formation was found the prostate (B). Fig. 4.—Photomicrograph 
600 showing pleomorphic growth undifferentiated cuboidal cells with hyperchromatic 


nuclei invading the bladder musculature. 


remarkable finding was the apparent absence 
right kidney which was later revealed repre- 
sented, flattened em. hollow dise tissue 
attached ureter resembling hollow catgut 
thread. Extreme hypoplasia the kidney and ureter 
was evident (see Fig. 1B). Microscopic study re- 
vealed small pelvis lined with transitional cell epi- 
thelium and collecting tubules filled with albuminous 
material. Several round clumps large embryonal 
cells were seen and some presented partial dissolution 
their central areas the process tubule 
formation that had been arrested. glomeruli were 
seen and appeared that the kidney had failed 
reach adult structure due agenesis the nephron 
forming tissue. The left kidney was twice the normal 
size and weighed 250 gm. moderate left hydro- 
nephrosis with hydroureter was due the 
construction the intramural bladder segment 
the ureter tumour invasion. The enlargement the 
kidney, however, was not all accounted for the 
hydronephrosis. Compensatory hypertrophy due 
the undeveloped right kidney was distinctly present. 

The third rarity discovered autopsy was the 
cause immediate death. This was due tam- 
ponade the heart with 250 clotted blood 
found the pericardial sac. Examination the heart 


revealed recent subepicardial hemorrhage 
em. diameter. This lesion was found the course 
the terminal one-third the circumflex branch 
the left coronary artery. The left auricle presented 
mm. epicardial perforation which probed into the 
antral part the hemorrhage the posterior portion 
the left auriculo-ventricular ring but manner 
could the probe demonstrated enter the heart 
chamber. The myocardium showed evidence in- 
farction softening and the lesion was purely epi- 
cardial. Associated with the lesion was markedly 
sclerosed circumflex branch the left coronary artery 
and small anomalous vein running parallel the 
coronary sulcus and emptying into the right auricle 
just proximal the coronary sinus. The exact source 
the hemorrhage appeared ruptured circum- 
flex artery. section this artery revealed intra- 
mural degenerative lesion, necrosis and mild inflam- 
matory response with interruption the continuity 
the wall the site hemorrhage. 


This case interest that satisfies the 
establishing the diagnosis tumour 
seminal vesicle origin. The prostate after 
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extensive study presented evi- 
dence The mucosa the bladder 
and rectum was also completely normal. Since 
the main tumour mass was the left seminal 
vesicle region, presumed that the left 
seminal vesicle was the site origin and the 
tumour extensively invaded contiguous struc- 
tures leaving the prostate intact. The termina- 
tion tamponade caused perfor- 
ated artery and rupture the epi- 
eardium unusual. Similarly, the extreme 
hypoplasia the right kidney and ureter with 
agenesis nephron forming tissue unusual. 


SUMMARY 


case primary carcinoma the seminal 
vesicle reported. also presents two interest- 
ing findings hypoplasia the right kidney 
and ureter due failure development 
nephron tissue, and tamponade from 
ruptured cireumflex branch the left coronary 
artery which for death. 
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CLINICAL and LABORATORY 
NOTES 


FRACTURE FIXATION WITH AIRE-LITE 


Russell, M.D., Bateson, Ph.D. and 
Loos, M.D. 


Oshawa, Ont. 


Aire-Lite glass material, composed 
approximately 60% fiberglass and 40% cel- 
lulose acetate, which may used for casts for 
fixation any fracture, much the same way 
plaster Paris. knitted and porous 
bandage which, when immersed Aire-Lite 
setting fluid soft and malleable con- 
form any shape contour desired and, when 
set, maintains firm, strong, rigid 


The Aire-Lite cast has the following princi- 
pal properties: (1) Extremely light, strong and 
resilient. (2) water usual 
solutions. (3) scrubbed 
(4) Non-irritating skin. (5) Trans- 
parent x-ray. (6) (7) Can 
sterilized autoclaving. (8) Easily with 
plaster cutters when dry. (9) One Aire-Lite 
bandage equal several plaster Paris 
bandages. (10) Readily conforms all body 
(11) Can applied skin-tight 
over padding. (12) other 


materials. (13) Subsequent reinforcements 
readily fuse original (14) Setting fluid 
used soften cast facilitate removal 
with bandage scissors. (15) Elastic when 
applied. 

TECHNIQUE 


(1) Immerse the Aire-Lite bandage under 
setting fluid for one second, wetting-out 
time one second compared plaster 
Paris which seconds. (2) Raise band- 
age from liquid and allow part excess liquid 
drain back into ean for seconds. (3) 
not squeeze, twist mash the wetted band- 
age. (4) Wrap bandage snugly, firmly and 
quickly but not (5) Overlap band- 
age well beyond the mid point each wrap 
ensure that section single thickness will 
result. Two consecutive wraps will usually 
give cast sufficient strength. (6) Wrap 
east with cotton bandage flannel 
bandage the bias under slight tension. 
Leave this position for few minutes, during 
which the gently and lightly pressed, 
rubbed formed with the palms hands. 
Then remove bandage and apply fan cast 
drier, using warm, dry air. 

Physical few simple experi- 
ments were conducted for the purpose de- 
termining the physical behaviour the Aire- 
Lite cast material between the time applica- 
tion and final setting the Solvent 
evaporation was checked weighing small 
samples the material and ealeulating the 
loss weight for different drying 
conditions. The figures the body the table 
are the elapsed time minutes required for the 
Aire-Lite lose 90% its solvent. 


order compare these figures with the 
actual setting time the cast, two samples 
14” consisting layers Aire-Lite and 
layers plaster Paris respectively were 
loaded means weights. Deflections per 
unit load were plotted against the duration 
load minutes measured from the time 
solvent application. About minutes elapsed 
before ceased and the Aire-Lite 
set. Comparative test results for plaster 
Paris cast material were almost 
Such observations might seem contradict 
actual practice. little consideration, how- 
ever, affords reasonable interpretation. 
quite noticeable that the plaster Paris does 
not set rapidly the Aire-Lite during the 
first minutes. Subsequently the former 


seems set more rapidly than the latter. 
Nevertheless the determined experi- 
mentally not greatly different each case. 
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seeking explanation for this seemingly 
behaviour should remem- 
bered that Aire-Lite flexible, with low 
modulus while plaster Paris 
rigid. During the first minutes most the 
solvent evaporates out the Aire-Lite, while 
the instance plaster Paris, part the 
water dries out and part reacts chemically with 
the lime. After this setting the 
material would seem continue equal rates, 
but with noticeable difference properties 
even after drying complete. 


Comparative rigidity tests were also per- 
formed each material; layers Aire-Lite 
434” deformed but did not break 
applied load lb.; layers plaster 114” 
This test illustrates the foregoing remarks and 
clearly shows the advantage Aire-Lite over 
plaster the basis lightness and strength. 


Another point worth noting. Bulk evapora- 
tion the solvent does not necessarily mean 
that the plastic has reached its final setting 
point. The small amount solvent still re- 
maining acts plasticizer and causes the 
flexibility change over period several 
hours this residue slowly dries out. 


number x-rays have been taken showing 
the use Aire-Lite, and the following are 
selected show its advantages. Figs. and 
show typical Colles fracture reduced through 
Aire-Lite cast. Note how clearly the frac- 
ture line appears through the east. Fig. was 
taken through the the end two weeks; 
healing evident. the end two weeks 
this patient was allowed her household 
duties. Fig. shows the cast removed the 
end two weeks. clean, having been 
washed several times whilst being worn. 


From the radiological point view there 
are certain definite advantages the use 


Aire-Lite for fixation fractures. Exposure 
factors used are the same normally indicated 
for the region involved. Post-reduction films 
between films made five, and thirty minutes, 
after application respectively. faint diffuse 
shadow outlining the visible. The stages 
healing fracture can observed with- 
out the necessity removing the cast. There 
difference appearance the fracture 
line, zone sclerosis new bone formation 
whether studied means films with the 


using ordinary soft tissue films 
with the cast removed. 


The authors are grateful the Tower Company for 
the few samples this material for clinical trial and 
are pleased have the privilege publishing the 
results these clinical tests. 


The time ripe for all-out war stamp out 
our country. This will require fuller 
and more intensive utilization the knowledge and 
the methods which have already proved effective. 

but the development mass x-ray examinations makes 
feasible for the search extended the entire 
population, and for the procedure repeated peri- 
order detect new cases. Adequate and 
continuous medical care patients will continue 
fundamental the war against tuberculosis. 
The vocational rehabilitation the patient must 
given more central place the program, that 
when discharged from the sanatorium can 
placed gainful employment within his physical 
capacity. those groups where the disease still 
widely prevalent the proposed use BCG holds good 
promise. Side side with these measures, 
and supplementing them, the general effort pro- 
vide better housing and better living and working 
conditions generally for the people our country.— 
Metropolitan Life Company, Statistical Bul- 
letin, 28: 1947. 
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EDITORIAL 


THE NATIONAL HEALTH SERVICE ACT 
GREAT BRITAIN 


The Present Position 


[The following statement has been prepared for 
the International Relations Committee the British 
Medical Association. The situation may course have 
altered considerably the time this appears April. 
need hardly added that the profession Canada 
watches with the greatest sympathy and interest the 
struggle being made our confréres Great Britain 
maintain their standards and still meet the in- 
exorable demands change.—EDITOR. 


the time writing, the end 

February, absolute deadlock between the 
government Great Britain and the medical 
profession over the opération the National 
Health Service 

This Act was introduced Parliament 
the Labour Minister Health, Mr. Aneurin 
Bevan, and became law 1946, and come 
into action July this year. that date 
every individual the country will become 
entitled every kind medical attention from 
consultant, specialist general practitioner, 
without payment fee. The Labour Party 
Great Britain has advocated whole-time sal- 
aried state service, but Mr. Bevan rejected this 
when framed his Act. Nevertheless, the doc- 
tors believe that carefully designed 
bring the party policy into effect later date. 

Mr. Bevan did not consult the medical pro- 
fession before the Act was passed, but immedi- 
ately afterwards requested them discuss 
the regulations that would have made. 
The British Association arranged 
plebiscite early 1947, and the result was that 
small majority the profession voted against 
any negotiations with the Minister all. Later, 
the result correspondence between the 
Minister and the Presidents the three Royal 
Colleges, compromise was reached, and was 
agreed that negotiations should take place about 
the Act itself, and the possibility amendment 
the Act was not excluded. 


negotiating committee with representatives 
the B.M.A., the Royal Colleges, and other 
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bodies was set up, with the B.M.A. representa- 
tives majority two. This committee dis- 
the Act clause clause with officials 
the Ministry Health for some six months, 
but negotiations any real sense did not take 
place. These discussions ended July, 1947, 
and the final step was meet Mr. Bevan him- 
self. This meeting did not till December 
and and quickly made clear that 
would not alter his Act one word. day 
two later the following appeared the 
Tribune Socialist paper: 


the Minister’s firmness has been most 
important. had been weak the face this 
reactionary profession would have increased 
doubts the intention carry out Socialist 
program.’’ 


The B.M.A. then arranged another plebiscite, 
and conducted campaign explain the 
profession the nature and implications the 
Act. also sent every doctor document 
from Mr. Bevan which set out his answers 
the profession’s case against the Act, and some 
general comments addressed the individual 
doctor. 


Just before the plebiscite was taken, and 
during the fortnight that the voting papers were 
coming in, the Minister and his supporters con- 
ducted smear campaign against the 
but their accusations were effectively answered. 
The Government staged debate Parliament 
February apparently the hope sway- 
ing the voting. Mr. Bevan opening the 
debate called the leaders the B.M.A. ‘‘a small 
body raucous-voiced people who are alleged 
represent the profession whole’’; and 
again, ‘‘this small body politically poisoned 
people’’. 

The result plebiscite was published 
February 18, and showed that overwhelming 
majority the profession disapproved the 
Act its present form; 55,842 voting forms 
had been issued, and 45,549 were returned 
the closing date. those who voted 40,814 


disapproved and 4,735 approved the Act. Ex- 


pressed percentages 75% disapproved, 
approved, and 16% did not vote. Put another 
way, 90% those who voted disapproved and 
10% approved. 

further question addressed consultants, 
specialists, general practitioners and doctors 
serving whole time voluntary hospitals, asked 
whether not they would accept service under 
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the Act its present form, 25,340 said and 
4,084 said Yes. 

noteworthy that doctors now employed 
whole time central and local government 
services expressed their disapproval very 
large majorities. 

special meeting the Representative Body, 
the governing body the B.M.A., has been 
summoned for March 17, and representatives 
from all parts Great Britain will meet 
the Great Hall B.M.A. House consider the 
advice Council which expressed 
these words: 

That the Representative Body, re-affirming the 
whole-hearted desire the medical profession for 
comprehensive health service available everyone, urges 
that the public interest such changes should made 
the Acts 1946 and 1947 are necessary main- 
tain the integrity medicine and prevent doctors 
being turned into State servants, with harmful conse- 
quences patient and doctor alike. The Representative 
Body therefore expresses the hope that the Government 
will make possible for the profession co-operate 
making such changes and states its view that not 
the best interests the public medicine for 
members the profession enter the Service until such 
changes are made. 


That Independence Fund established 
help finance the profession’s activities during the 
dispute with the Government.’’ 


Despite the result the plebiscite the Gov- 
ernment has declared that will put the Act 
into operation July and states its belief 
that sufficient doctors will change their minds 
make the scheme workable. 

The fight will bitter. 

remains summarize the chief points 
the Act which the profession objects. 

Before the Act was brought Parliament 
the Negotiating Committee laid down certain 
fundamental principles which considered 
the interests the profession, and 
which, safeguarded, would ensure satis- 
factory service. The Act its present form 
conflicts with these well-known principles. 

The first principle stated that the profession 
was opposed any form service that would 
lead full time salaried service. This the 
erux the whole matter. The provisions 
the Act inevitably mean that salaried service 
will develop. The Act the thin end the 
wedge. There are three conditions which lead 
this Firstly, Mr. Bevan insists 
paying general practitioners basic salary 
£300 per annum, Secondly Mr. Bevan insists 
power prevent doctors practising certain 


places. Thirdly determined take over 
the ownership their practices making the 
sale goodwill illegal. Separately 
gether these factors mean that the doctor will 
longer the free individual responsible 
solely his patient. His loyalties will 
divided. Furthermore, general practitioner 
dismissed from the service his case would 
tried special tribunal against whose decision 
cannot appeal the High Court. can 
only appeal the Minister. Many practitioners 
feel that this unacceptable, for the event 
dismissal other medical employment 
would possible Great Britain. 

The Minister has power take over all hos- 
pitals, and nursing homes, creating vast. 
hospital monopoly. This would mean end 
private consultant practice the present 
time established. true that the Minister 
indicated the specialists that did not 
intend take over the nursing homes, but this 
was merely verbal promise and not binding 
his 

The profession wisely fears the concentration 
power the hands the Minister, who, 
through various beards and councils, the ma- 
jority whose members appoints, enabled: 
both administrative and professional. 
details. 

These are the main points issue, though 
there are also many details, refer which 
would cloud the picture. the freedom 
medicine that stake. 


EDITORIAL COMMENTS 


Income Tax Regulations 


March, 1947 (p. 326), published full 
information regarding income tax requirements. 
Two modifications these requirements have 
been 


(a) Effective January 1947, depreciation motor 
cars used professional practice may claimed 
The effect this regulation raise the ceiling 
depreciation from the former figure 
$1,800.00. 


(b) Effective January 1947, lieu all other 
expenses connected with the operation motor 
ear, including depreciation, doctor may al- 
lowed charge mile for mileage covered 
the performance professional duties. Where 
the car not used solely for the purpose earn- 
ing income, the maximum mileage which will 
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admitted pertinent the earning income 
will 75% the total mileage for the year 
under consideration. 


noted that the mileage allowance 
lieu all other expenses, including depre- 
ciation, and applies only 75% the annual 
mileage when used partly for profes- 
sional and partly for purposes. 


The Montreal Neurological Institute 


The 12th annual report the Montreal 
Neurological Institute disheartening 
that many hospitals today its financial 
aspects. The discouragement contrasts sharply 
with the which the Institute 
point with such pride its twelve years 
hard, incessant and always expanding work. 
partly hospital for care patients, and 
partly centre for study problems presented 
these patients. Each year has seen 
ing pressure work until now the saturation 
point has been reached; the clinical deficit 
grave embarrassment, and the inadequacy 
the present buildings distressing. the 
side the Institute has trained large 
numbers workers and has 
widely varied front. Its laboratory work 
now for budget twice great what 
available from its endowment. 


The Director, Dr. Wilder Penfield feels that 
the Institute facing and that its 
support should come from both govern- 
mental and publie sources. The Provincial 
Government has listened with sympathy 
appeal, but far has not gone beyond its 
original assistance. There should surely ade- 
quate recognition the need valuable 
the Montreal Neurological Institute. 


The General Practitioner and Medical 
Education 


Elswhere this issue 401-2 will found 
account the current project the Com- 
mittee Education. another example 
the widespread interest the general practi- 
tioner and his problems. means survey 
directed general practitioners medicine, 
the Committee hopes assemble useful informa- 
tion the skills and procedures which con- 
stitute the modern general practice medicine, 
and direct the attention medical educators 
its findings. 

Here the opportunity which many mem- 
bers have been waiting for. The Committee 
Edueation has provided the vehicle carry 
your views and opinions. questionnaire will 
not upon you unless you are suffi- 


vol. 


ciently interested ask participate the 
study. are confident that the interest 
the medical profession education will make 
this survey authoritative and effective. 


This only another aspect the interest 
developing the subject general practice. 
Notice the meeting general practitioners 
under the chairmanship Dr. Wallace Wilson 
will also found 402. 


Physical Rehabilitation British Columbia 


would like draw attention project 
now being forwarded for the establishment 
centre for physical rehabilita- 
tion patients with various forms paralysis. 
Starting with group medical and business 
men the Western Society for Physical Rehabili- 
tation has now been organized and 
under the Societies Act. This type work has 
been for some time with excellent 
results Mr. Martin Berry the Canadian 
Re-education, but under 
great difficulties regards space. This school 
will taken over and accommodated the new 
centre. 


The need for such Centre clear. will 
serve both veteran and civilian; 
victims poliomyelitis; children; 
double leg amputees; and any orthopedically 
disabled patients who aided the 
Centre. will along the lines 
the Baruch Committee Physical Medicine 
New York City. 


estimated that there extensive 
group such patients British Columbia, and 


Western Canada generally. D.V.A. already 
sends its paraplegics from Alberta Van- 
for rehabilitation. Nor will there any 
overlap with the Canadian Associa- 
tion, which will deal with rehabilita- 
tion the Centre. This work course 
carried out hospitals, for lack accom- 
modation and facilities, apart from the fact 
that can best done outside hospital 
environment. 


The initial cost site, building and 
profit organization with tuition fees from those 


who ean afford pay, and annual budget 
$25,000 $30,000 will required. 


hoped begin work the this 
spring. The venture the first its kind 
Western Canada and has our best wishes for its 


success. 
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DOCTOR MACKAY— 


Gordon, M.D. 


Montreal, Que. 


Fred. Mackay was man thousand. 
Those who spend their time Neurological 
Institute know much better than what 
here today tell what know the man, 
Frederick Holland Mackay. 


saw him forty years ago when was 
first year student Medicine Univer- 
sity, and was demonstrator physiology, 
and eight nine years his senior. was 
quiet and modest young man, but one soon 
learned that his modesty was that man who 
had seen things and done things and who knew 
where was going, and was much later 
that learned that after leaving Prince 
Wales College Edward Island, and 
teaching school for time, had gone West 
and worked with bridge building outfit the 
Crow’s Nest Pass British Columbia, where 
practised the arts the steeple-jack. 
British Columbia met his fate the form 
doctor who was graduate and who 
encouraged him study Medicine, and natur- 
ally come for that purpose. His 
Western mentor now the leader the Cana- 
dian Senate Ottawa, and Fred Mackay justi- 
fied the prognosis his friend lead- 
ing his class each year and graduating 1912 
with the Holmes Gold Medal. 


Then came his internship the Royal 
and Martin. After two years came the 
war 1914-1918 and, with many others Dr. 
Mackay went overseas and came home 
Lieutenant-Colonel, and during his stay 
and England became deeply inter- 
ested what was then ‘‘shell 
and his leaning toward neurology became 
stronger, though was and always remained 
clinician the widest sense the word. 
resumed his work the Royal Victoria 
Hospital, but his friends were everywhere. 
well recall meeting the Medical Board 
the Montreal General Hospital, which the 
resignation Dr. Shirres, Neurologist the 
Hospital, was received; and the question his 
suecessor was discussed; with one the 
name Dr. Fred. Mackay was suggested, and 
was deputed the matter with him. 


Dr. Mackay the Montreal Neurological Institute, 
January, 1947. 


put shortly, accepted the invitation, 
and was appointed the post Neurologist 
the Montreal General Hospital, which 
until his death. 


This period approximately twenty-five 
years, until his last illness overtook him, was 
one constant activity, and his mental pro- 
gress these years may summarized the 
familiar adage, ‘‘Be not the first cast the old 
aside, nor yet the last whom the new 
tried’’. Essentially clinician, with unusual 
capacity for weighing and measuring the 
material factors illness, had flair for 
the recognition the extra-corporeal elements 
which gave meaning the picture, but 
which the rank and file are frequently 
unhonoured and unsung. Back all other 
qualities had mental 
honesty, and this honesty made him always 
his own views and and 
kept his mind open suggestion 
from others. keen student and omnivor- 
ous reader, abide dulness; and 
heaviness solemnity provoked 
humour, never far below the surface. Buoy- 
was part his nature. there was 
humour situation saw it, and always 
with him first aid against boredom 
immersed himself train, street ear, 
awaiting appointment, and had 
cumulated collection unusual words for use 
such which was almost complete. 


His was the ability soften patient the 
impact the inevitable, and summon all the 
patient’s courage bear his calamity, that 
calamity not averted. These were gifts 
which had full measure, and used them 
well, and when came his own turn bear 
against long and discouraging illness was 
not found wanting. For years before his last 
illness had been the arthritis 
which limited his bodily activities and was 
often distressing but 
few even his clesest friends ever heard word 
complaint from him, and many were quite 
unaware that was otherwise than physically 
fit. spite this handicap, and until his last 
illness, went north annually trout fishing, 
and was the life the party. particular 
enjoyed the companionship Dr. Henri La- 
fleur, and the enjoyment was mutual. Each 
had quickness wit that was unusual, but 
there were always buttons the foils that 
rendered the encounters innocuous. 


And what were the marks this man? and 
what are the memories that come our minds 
when think him? man with well 
made body, leaning always little forward, and 
magnificent head with covering 
thick iron gray hair like mane: perfect fea- 
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tures which the dark eves took complete con- 
trol, and sparkled burned his interest rose 
and fell; voice which immediately attracted 
attention, and bore witness his origin: 
all all here was man whom one could 
overlook, nor avoid looking again; with kindly 
humour and well stored mind; whose 
edge English prose and poetry was unusual, 
and whose ability quote long passages from 
Tennyson Byron Scott Kipling was 
constant wonder his friends. 
was man who made friends and kept them, 
and whose mental honesty was recognized all 
who knew him, All here today who have 
had the privilege knowing him and being 
associated with him the daily round and the 
common task are proud and grateful for the life 
and work Frederick Holland Mackay. 


this environment, where patient’s genes 
are the third decimal place, the 
question automatically arises—what made this 
man what was? might all modesty at- 
tempt partial answer, for spent early 
years the country lived, and 
went for time the school which was 
taught, but never knew him until came 
but knew some his teachers, and 
two these were men who taught for the love 
not for the 
These men were giants their calling, and 
man with open mind like Fred. Mackay must 
have been greatly influenced them, but long 
before his teachers saw him, nature had taken 


His forebears, like many the people 
Island’’ several generations back, were 
hard headed, hard fisted, soft hearted, Gaelic- 
speaking people, who confronted the hard 
winters and the primeval forest the same 
spirit that with which they confronted the 
six weeks’ journey small sailing vessel from 
the old land the new. They and their 
dren were brought oatmeal and the Shorter 
Catechism, and had the consequent thirst for 
learning that hardship could destroy, and 
always sounding their ears with the murmur 
the sea came the memory: 


the lone shieling the misty island 
Mountains divide us, and the waste Seas, 


Yet still the blood strong, the heart 


And dreams behold the 


One can imagine constant toil mind body 
making numb the spirit, but when combined with 
such vision the past, better still vision 
the future, the image before may well 
resemble the Good Companion all us, Fred. 
Mackay—Doctor—Friend and Man. 


FRASER BAILLIE GURD— 
APPRECIATION 


McKim, M.D. 
Montreal, Que. 


Evaluation the life and character any- 
one not easy, and the fuller that life has been, 
the more regret the inability justice. 

Certain standards which have been given 
may perhaps render the task little less diffi- 
are informed the Bock Books 
that ‘‘By their fruits shall know and 
those who have had the privilege being 
closely associated with Dr. Gurd are well 
tent that this standard alone should 
best remembered. The gratitude the many 
young surgeons who have already attained 
prominence their profession and the careers 
means postgraduate training, obtained 
through his endeavours and kindly advice, are 
alone sufficient memorials. 


The old theory that mistake bring 
the young men along too quickly’’ had place 
his orderly system advancement the well 
qualified, The final adoption the 
System’’ the hospitals with which was 
associated, was large measure due his 
early appreciation its value 
Great credit must also given for his part 
the organization the Diploma Course 
Surgery MeGill University. told many 
ago that hoped might live long 
enough see this fait accompli. 


The majority his activities hospital 
circles, and had many, are too well known 
need mention here. One his hopes was never 
fulfilled—the reorganization the 
out-patient department our hospitals. felt 
keenly both their misuse and abuse. recog- 
nized that, like all hospital facilities, these 
were primarily for the benefit the sick 
injured, and especially the indigent patient, but 
felt they had wider service both the 
community and the doctor not connected with 
the hospital. His contention was that, with the 
exception acute emergencies, all cases should 
referred their family physician for assist- 
ance diagnosis, but for treatment only which 
the doctor was unable give, which the 
patient was unable pay. believed that, 
again, except for acute emergencies, all 
should ‘‘specialist clinies’’ and that they 
might best used for research and 
up’’ purposes. 


his personal characteristics, much might 
said. The late Lord Tweedsmuir once wrote: 
Scots are strange people. despise 
incompetence but not greatly admire suc- 
cess, had that material and 
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worldly standards were not the true measures 
value. Above all admire courage, the man 
who prepared take his own course, who 
ready stand out against not his opponents 
merely, but his have frequently 
heard Dr. Gurd say that should forgive mis- 
takes but that found when they 
were due stupidity. His 
courage could never doubted. differed 
from anyone, was immediately apparent; but 
none feared the loss his friendship 
but respect for anyone who differed 
opinion but did not express it. always said 
that addresses lectures should sufficiently 
provocative bring out contrary ideas 
was firm exponent the true democratic 
principle that without free and fearless expres- 
sion opinion there advancement. 


loved argument, which perhaps one 
the reasons for our close friendship over many 
years. few months ago were discussing 
point recently published the im- 
plications our opinions were con- 
twenty-five vears younger, that might eventu- 
ally know the real truth it’’. His reply was, 
that, think have already had 
much fun out medicine most men are en- 
titled to’’. really did have fun out his 
profession. sense humour noted many 
his numerous publications. the time 
his death had preparation address, for 
delivery June this entitled 
Five Easy Ways Get into Trouble the 
Handling Fractures’’. was, however, not 
without keen sense duty and responsibility. 
was very fond quoting ‘‘The Surgeon’s 
Prayer’’, whose author not know, but 
runs something like this: ‘‘God give Patience 
endure with equanimity the things 
Courage change the things and 
Wisdom know the 


times thought him almost too tolerant 
the actions others. Many years ago the 
plagiarism some his earlier work pub- 
lication another surgeon, aroused de- 
sire for immediate retaliation. Apparently 
mindful Kipling’s you ean bear hear 
the truth spoken twisted knaves 
make trap for fools’’, his only comment was: 
really When the subject was 
referred later, article which was 
the co-author, only the mildest, even though 
slightly sareastic, terms were 
permitted. 


deceptive mildness his own defence was 
far from apparent when his friends were under 
unjustifiable attack. public meeting 
somewhat scurrilous insinuation was made 
against that gentleman the late Dr. 
Edward Archibald who was himself too aston- 


ished other than keep his seat. Not 
Fraser Gurd, who strode quickly the platform 
and, pointing the speaker, announced loudly 
and most firmly, ‘‘This man has lied’’. Needless 
say the incident was terminated that point. 


About six hundred years ago, Guy 
the father modern surgery, gave his ideas 
‘‘What the Surgeon Ought quote 
from the introduction his work Wounds 
and Fractures). 


conditions necessary for surgeon are four: 
first, should learned; second, should 
expert; third, must ingenious, and fourth, 
should able adapt himself. Let the surgeon 
bold all sure things and fearful dangerous things. 
ought gracious the sick, considerate his 
associates, cautious his prognostications. Let him 
modest, dignified, gentle, pitiful and merciful. Not 
covetous, nor extortioner money, but rather let 
his reward according his work, the means 
the patient, the quality the issue and his own 


High ideals these, and improve 
upon, even after many and yet 
believe that Dr. Gurd conformed them. 


Apart from the great loss Canada gen- 
eral and the medical profession particular, 
his place the many international surgical 
associations which was member, will 
fill. Coming soon after the death 
the late Graham, the loss even 
greater than otherwise, Replacements fill the 
caused the passing these two 
great liaison officers, who commanded much 
respect surgical circles outside Canada, will 
indeed 


The affection which was held alike 
friends, patients and professional associates 
funeral one his former residents 
wrote, ‘‘For me, feel have lost something 
the texture life itself, something that 
can never restored’’. prominent United 
States surgeon wrote, ‘‘I have just received 
telegram informing Fraser’s finishing the 
race the 22nd. most assuredly attained 
the his division. have 
known him was privilege and honour. 
remember him now his the 

believe few men ever lived more happily. The 
passing the most gracious lady who was his 
life’s partner, just two months before him, left 
void that could not filled and loss from 
which never recovered. 


mourn the loss great man, surgeon, 
teacher, scientist and soldier. true friend, 
worthy opponent, and very gallant gentleman. 
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MEDICO-LEGAL his account, the delay few months 


The Collection Accounts 


The Canadian Protective Association 
very carefully refrains from assisting its mem- 
bers collect accounts, even when neces- 
sary for them take legal action enforce 
There are occasions, however, the 
collection their accounts, when members are 
threatened with counteractions claiming mal- 
practice negligence and the Association has 
advise them how best deal with the matter. 


With the exception the Province Quebec, 
every province the Dominion has part 
its Medical Act statute much like and with 
the same meaning the following the Prov- 
ince Ontario: 


duly registered member the College 
Physicians and Surgeons Ontario shall liable 
any action for negligence malpractice reason 
professional services requested rendered, unless 
such action commenced within one year from the 
date when, the matter complained of, such services 
terminated.’’ 


Such statutes allow patients who feel their 
grievances against doctors require legal ad- 
justment ample time which begin their 
actions. Also, they provide protection doc- 
tors, that such actions are barred after 
reasonable time that doctors will not faced 
with groundless and grouch suits. There 
are patients who, when accounts are rendered, 
attempt evade payment claiming the medi- 
cal services were incompetent worthless. Such 
counterclaims may brought forward immedi- 
ately only after doctors have begun legal 
action obtain payment. the vast majority 
charges malpractice and negligence 
not made until bills are due are made then with 
only one object view, avoid payment 
the account. about these cases the present 
remarks are made. 


Under the best there 


‘enough nuisance and difficulty going court 


one’s self against counteraction claiming mal- 
member the terms the Statutes Limitations 
and make use them. 


eases which account has been sent 
and has been disputed the ground in- 
competent services the Canadian Pro- 
Association advises its members that they 
should defer all further attempts collect until 
one full year has elapsed from the 
time when, the matter complained of, the last 
services were given. patient’s complaint 
genuine and the patient has decided take 
legal action there ample time which 
so. If, the other hand, threat counter- 
claim made simply deter doctor from 


until the provisions the Statute become opera- 
tive will enable the doctor proceed with 
collection without any fear 
counteraction. 


Many members object the delay the 
grounds that the money has been earned and 
the account just; they feel they should 
able collect when due. Doubtless they 
are right. But delay still wiser. Threats 
the kind being discussed are common when 
the accounts are small (and these constitute the 
vast majority accounts), when they are 
large, that very few year’s 
significantly influenced deferring the 
collection one account, Insistence immedi- 
ate collection, however, may mean counter- 
suit. with the attendant necessity long and 
worrisome preparations, one more full days 
court, the provision expert medical wit- 
nesses, and the strain the time the witness 
box. The whole means that, even successful, 
the doctor may have spent, time, work and 
worry, much more, great deal more, than the 
value the account collects. 


Therefore, if, after accounts have been ren- 
dered, payment withheld the ground 
incompetent services, further accounts should 
rendered until the Statute Limitations bars 
counteraction. Then, and not before, whatever 
means are necessary may taken enforce 


There are few which threats 
are made until doctor takes actual court action 
collect account, which time may not 
able stop proceedings and save himself 
trouble. One general rule will remove any. 
danger such not take court 
action any account until the one full 
year required the Statute Limitations has 
passed. Once again, the proportion doctor’s 
total income represented the few accounts 
where court action necessary for collection 
not large enough justify the risk counter- 
action over any one them. This particu- 
larly true because the money not lost—its 
collection simply deferred till made 
safely. 


any other country flourish true democ- 
racy comprising men goodwill living harmony with 
one another and with other nations, idealism must find 
place. overcome human prejudice the most diffi- 
thing that man can try do. Its very difficulty 
should stimulus effort. What must keep 
always before that our democracy must just. 
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PRELIMINARY PROGRAM 
SEVENTY-NINTH ANNUAL MEETING 


THE 


Canadian Association 


Conjunction with the 
SIXTY-EIGHTH ANNUAL MEETING THE ONTARIO DIVISION 
HELD THE ROYAL YORK HOTEL, TORONTO 
JUNE 21, 22, 23, 24, 25, 1948 


President-Elect—Dr. William Magner, Toronto; 
Assistant Kelly, Toronto. 


Arrangements for the Seventy-ninth Annual 
Meeting held Toronto during the week 
June are proceeding satisfactorily. 
eral Council will meet Monday and Tuesday, 
June and 22. Tuesday evening, the 
members General Council and their wives will 
dinner guests the Ontario Division. 
series Round Table Conferences 
arranged for the mornings Wednesday, 
Thursday and Friday from nine until ten-thirty 
o’clock, followed General Sessions. 
Sectional Meetings will held Wednesday, 
Thursday and Friday afternoons, The Annual 
General Meeting will held Wednesday 
evening, June 23, commencing 8.30 o’clock. 
this oceasion, the retiring President, Dr. 
MeGuinness, will hand over the badge 
office his Dr. William Magner. 


SCIENTIFIC PROGRAM 
Wednesday, June 


ROUND TABLE CONFERENCES 
9.00 10.30 a.m. 


Subject: Curare. 

Chairman: Dr. Harold Griffith, 
Georges Cousineau, Montreal; Dr. Maurice Legaré, 
Montreal; Dr. André Pacquet, Montreal; Dr. Roméo 
Rochette, Montreal; Dr. Stephens, Montreal. 


Dermatology 
Subject: Recent Advances the Treatment Skin 
Diseases. 
Chairman: Barney Usher, Montreal. Dr. 
Ereaux, Montreal; Dr. Williamson, Ottawa. 


Obstetrics and Gynzcology with Medicine 


Subject: Heart Disease Pregnancy. 

Chairman: Dr. Ross Vant, Edmonton (Obstetrics). 
Dr. Rykert, Toronto (Medicine) Dr. Strong, 
Vancouver; Dr. Ford Connell, Kingston; Dr. 
Brow, Montreal. 


Surgery with Medicine 
Subject: Biliary Disease. 
Chairman: Dr, Lewis, Toronto. Dr. Robert 
Dickson, Toronto; Dr. Bingham, Kingston; Dr. 
Fred Wigmore, Moose Jaw. 


~ 


Ophthalmology 
Subject: Amblyopia. 
Chairman: Dr. Alex. MacDonald, Toronto. Dr. 
Clement McCulloch, Toronto; Dr. Kelly, Toronto. 


Subject: Chest X-rays 
Chairman: Dr. Munn, Toronto. Dr. 
Edmonton; Dr. McRae, Montreal; 
Adrian Anglin, Toronto; Dr. Gladys Boyd, Toronto. 


Psychiatry 
Subject: The Electroencephalogram Psychiatry. 
Chairman: Dr. Adamson, Winnipeg. Dr. John 
Kershman, Montreal; Dr. Rice, Winnipeg; Dr. 
Herbert Jasper, Montreal; Dr. Goodwin, Toronto. 


Radiology 
Subject: The Treatment Carcinoma the Breast. 
Chairman: Dr. MeKay, Montreal. Dr. 
Jamieson Martin, Montreal; Dr. Clifford Ash, 
Toronto; Dr. Jean Bouchard, Montreal; Dr. William 
Mathews, Montreal. 


Urology 
Subject: Congenital Anomalies the Upper Urinary 
Tract. 
Chairman: Dr. Emerson Smith, Montreal. Dr. 
Hawthorne, Montreal; Dr. MacLean, Montreal; 
Dr. Wansbrough, Toronto. 


GENERAL SESSION 
Wednesday, June 


10.45 a.m. 

Valedictory Address: Dr. MeGuinness, Winni- 
peg, President, Canadian Medical Association. 

The Lister Lecture: The Practice Surgery 
Canada: Dr. Gallie, Toronto. 

Myasthenia Gravis; with particular reference its 
ocular signs and the present status treatment: Dr. 
Frank Walsh, Baltimore, Md. 


SECTIONAL MEETINGS 


Wednesday, June 
2.30 


Section Anzsthesia 


for Bronchoscopy and 
Dr. William Butt and Dr. Boyes, Toronto. 

Pain Relief Nerve Block: Dr. Fernando Hudon, 
Quebec; Dr. Andre Jacques, Dr. Bernard 
Paradis, 

Prevention and Treatment Postoperative Pulmonary 
Complications Bronchial Aspiration: Dr. Robert 
Orange, Sudbury. 

Intravenous Procaine: Laboratory Investigation, Dr. 
Shirley Fleming, Toronto; Applications, Dr. 
Gordon, Toronto. 
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Section Dermatology 


The Diagnosis Fungous Laboratory 
Methods: Dr. Raymond Smith, Toronto. 

Pruritus Ani: Dr. Donald Mitchell, Montreal. 

The Treatment Early Syphilis the Five-Week 
Penicillin-Mapharsen-Bismuth Schedule: Dr. Georges 
Leclere, Montreal; Dr. Marin, Montreal; Dr. 
Boulais, Montreal; Dr. Adrien Lambert, Montreal; 
Dr. Foisy, Montreal. 

Results the Treatment Syphilis: Dr. Trow, 
Toronto; Dr. Dixon, Toronto; Dr. Hair, 
Toronto. 


Section Medicine 


The Management and Dr. 
Malcolm Brown, Kingston. 

Renal and Hepatic Dr. Bryan Maegraith, 
Liverpool, England. 

Follow-up Study Ex-prisoners War the Far 
East: Dr. Eustace Morin, Quebec. 

Endemic Infectious Hepatitis; Clinical and Meta- 
bolic Study: Dr. Hoffman, Montreal. 

Lupus and Vitamin D2: Dr. Gaumond, Quebec. 


Section Obstetrics and 

Toronto. 

Diuretic Effects Administered the 
Last Four Months Pregnancy: Dr. Elinor Black, 
Winnipeg. 

The Significance and Management Fibromyomata 
Complicating Pregnancy: Dr. Trites, Vanvouver. 

Vaginal vs. Abdominal Hysterectomy: Dr. Col- 
well, Halifax. 

Endometriosis—Conservative Treatment: Dr. 
Mowry, London. 


Section Ophthalmology 

Ocular Manifestations Head Injuries the War: 
Dr. Joseph Hill, Toronto. 

The Ocular Signs Malignant Nasopharyngeal 
Tumours: Dr. Frank Walsh, Baltimore, Md. 

Granulomata the Bony Orbit Simulating Tumour, 
Following Injury the Bone: Dr. Stuart Ramsey, 
Montreal; Dr. Wyatt Laws, Montreal; Dr. 
Pritchard, Montreal; Dr. Harold Elliott, Montreal. 

Ocular Manifestations Some Intra-cranial Vascular 
Lesions: Dr. Mark Levey, Edmonton. 


Section Pzediatrics 


Poliomyelitis, Panel Discussion with Pre- 
Medictne: Chairman: Dr. Nelles Silverthorne, 
Toronto. Dr. Murray, Vancouver; Dr. Chester 
Stewart, Halifax; Dr. Rhodes, Toronto; Dr. 
VanRooyen, Toronto; Dr. Mustard, Toronto. 


Section Psychiatry 


Psychiatric Progress under D.V.A.—Panel Discussion: 
Chairman: Dr. William Baillie, Toronto. Dr. Gordon 
Hutton, Vancouver; Dr. Musgrove, Winnipeg; Dr. 
Ernest Goddard, London; Dr. Dancey, Morftreal; 
Dr. Mary Salter, Toronto; Prof. Wm. Line, Toronto; 
Dr. Stokes, Toronto. 

The New Psychiatric Therapies—Panel Discussion: 
Chairman: Dr. Thomas, Vancouver. Dr. Gilbert 
Adamson, Winnipeg; Dr. Davidson, Essondale; 
Dr. Proctor, Toronto, 


Section Radiology 

Study Survivals Hodgkin’s Disease, Treated 
Radiotherapy: Dr. Vera Peters, Toronto. 

The Workings the Ontario Cancer 
Pilot Clinic Kingston: Dr. Burr, Kingston. 

The Treatment and Prognosis Carcinoma the 
Uteri: Dr. Evans, Vancouver. 

Beam Direction X-ray Therapy: Dr. Watson, 
Saskatoon. 


Section Surgery 

Procedures Pulmonary Disease—Panel 
Discussion: Chairman: Dr. Kergin, Toronto. Dr. 
Skinner, Saint John; Dr. Hugh Coulthard, Weston; 
Dr. Oille, Toronto. 

The Management Acute and Chronic Lesions about 
the Anus—Panel Discussion: Chairman: Dr. James 
Danis, Toronto. Dr. Ross, Halifax; Dr. 
Sheppard, Winnipeg; Dr. Gardner, Montreal. 


Section Urology 
Perineal Prostatectomy: Its Place Urology: Dr. 
John Balfour, Vancouver. 
Nephroptosis: Hall, Vancouver. 
Upper Tract Discussion: 
Chairman: Roome, Toronto. Dr. Gosse, 
Halifax; Dr. Hall, Vancouver. 


Thursday, June 


ROUND TABLE CONFERENCES 
9.00 10.30 a.m. 


Anesthesia 
Subject: Pentothal Combined 
Chairman: Dr. Geo. Wainright, London. Dr. 
Hardman, London; Dr. Norry, London; Dr. 
Johnston, London; Stewart, Chatham. 


Dermatology 


Subject: Occupational Dermatitis. 

Chairman: Dr. George Sexton, London. Dr. 
Harold Orr, Edmonton; Dr. Arthur Birt, Winnipeg; Dr. 
Wm. Garbe, Toronto; Dr. Lemuel Ereaux, Montreal; Dr. 
Wilson, Toronto. 


Medicine 
Chairman: Dr. Kerr, Toronto. Dr. Chute, 
Toronto; Dr. Mason, Montreal; Dr. Watson, 
London. 


Obstetrics and Gynzcology with Radiology 


Subject: Radiology Obstetrics. 

Chairman: Dr. Richard Weaver, Hamilton. Dr. 
Howard Moloy, New York; Dr. Charles Vaughan, 
Hamilton; Dr. Sutherland, Toronto; Dr. Arthur 
Nash, Victoria; Dr. Foote, Montreal. 


Otolaryngology 


Subject: 

Chairman: Dr. Wishart, Toronto. Dr. 
Erb, Toronto; Dr. William Oille, Dr. George 


Pzediatrics 


Subject: Caliac Disease. 

Chairman: Dr. Ebbs, Toronto. Dr. Stein, 
Kitchener; Dr. Wiglesworth, Montreal; Dr. 
Jeffrey, Ottawa; Dr. Rowan-Legg, Ottawa. 


Psychiatry 


Subject: The Psychiatric Unit General Hospital. 

Chairman: Dr. Mathers, Winnipeg. Dr. Geo. 
Davidson, Vancouver; Dr. Allan Walters, Toronto; 
Dr. Arthur Doyle, Toronto. 


Surgery 


Subject: The Place Skeletal Traction and Fixation 
the Treatment Fractures. 

Chairman: Dr. Harris, Toronto. Dr. John 
Naden, Vancouver; Dr. Geo. Pennal, Toronto. 
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Urology 
Subject: Benign Enlargement the Prostate. 
Chairman: Dr. Robin Pearse, Toronto. Dr. 
Willinsky, Toronto; MacDonald, Montreal; Dr. 
Aberhart, Toronto; Dr. Spooner, Toronto. 


GENERAL SESSION 
Thursday, June 


10.45 a.m. 


General Practice the Changing Order: Dr. 
Victor Johnston, Lucknow. 

The Physiological Approach Medical Problems: Dr. 
Bryan Maegraith, Liverpool, England. 

Subject announced: Dr. Paul 
Rochester, Minn. 


Hench, 


SECTIONAL MEETINGS 
Thursday, June 


2.50 p.m. 


Section Anzsthesia 


Children. (a) Methods 
and Techniques (illustrated coloured moving picture) 
Dr. Robson, Toronto. (b) Panel Discussion: 
Chairman: Dr. Digby Leigh, Dr. 
Revell, Winnipeg; Dr. Stephens, Montreal; Dr. 
Robson, Toronto; Dr. Junkin, Toronto. 


Section Historical Medicine 

Antique Amulets Medical Interest: Dr. 
Drake, Toronto. 

The oldest Hospital North America—L 
Quebec, 1639: Dr. Charles Vezina, Quebec. 

The Medical Services the North West Rebellion 
1885: Dr. Ross Mitchell, Winnipeg. 

The Indians the Maritime Provinces, Their Dis- 
eases and Native Cures: Dr. VanWart, Fredericton. 


Section Medicine 


Ulcerative Colitis: Dr. Bowman, Hamilton, 

Discussion: Chairman: Dr. Wallace 
Graham, Toronto. Dr. Hench, Rochester, Minn.; 
Dr. Brien, London; Dr. Bagnall, Vancouver. 


Section Obstetrics and Gynzcology 


Carcinoma the Vulva: Dr. Cosbie, Toronto. 

Pre- and Post-operative Treatment: Sir William 
Fletcher Shaw, Manchester, 

The Prophylaxis and Conservative Treatment 
Thrombophlebitis and Phlebothrombosis: Dr. Thomas 
Primrose, Montreal. 

Seminoma the Ovary: Dr. Léon Gérin-Lajoie, 
Montreal. 


Section Otolaryngology 


Dizziness—Panel Discussion: Chairman: Dr. Frederick 
Cays, Kingston. Dr. McBroom, Kingston; Dr. 
Macpherson, 

Carcinoma the Discussion: Chair- 
man: Dr. Ballon, Montreal. Dr. Tremble, 
Montreal; Dr. Montreal; Dr. La- 
traverse, Montreal. 


Section 


Fistula: Dr. Wilkinson, 
Toronto. 

Unusual Children: Dr. Denton, 
Montreal. 

Self-demand Infant Feeding: Rowan-Legg, 
Ottawa. 

Resuscitation Early Infancy: Dr. Fletcher, 
Toronto. 


Section Psychiatry 


Old Age from the Psychiatric Viewpoint: Dr. 
Stokes, Toronto. 

States: Dr. Ewen Cameron, Montreal. 

Depressive Reactions; Their Importance Clinical 
Medicine: Dr. Jones, Halifax. 

Experience with Leucotomy the Provincial Mental 
Hospital, British Columbia: Dr. Allen Davidson, Esson- 
dale; Dr. Frank Turnbull, Vancouver. 


Section Radiology 

Pulmonary Segments—Diagnosis: Dr. Burke, 
Toronto. 

The Radiological Index Survey 
sis: Dr. Jules Gosselin, Quebec. 

The Diagnostic Importance Films the Cervical 
Spine: Dr. Andrew Turnbull, Vancouver. 

The Problem X-ray Check-ups, Management and 
Technique: Dr. Albert Jutras, Montreal. 

Roentgenology the Treatment Acute Intestinal 
Obstruction: Dr. Macpherson, Winnipeg. 


Section Surgery 

The Treatment Congenital Club Foot: Dr. Stuart 
Thomson, Toronto. 

Reflex Sympathetic Dystrophy: Dr. 
Halifax. 

The Réle Surgery Thyroid Disease: Dr. Gordon 
Fahrni, Winnipeg. 

The Diagnosis Chronic Unilateral Enlargement 
the Leg: Dr. Luke, Montreal. 


Noble, 


Section Urology 


Rénal Tuberculosis Children: Dr. Hawthorne 
and Dr. Siminovitch, Montreal. 

Carcinoma the Prostate—Panel Discussion: Chair- 
man: Dr. Mogse, Winnipeg. Dr. Bensley, 
Montreal; Dr. Paul Bourgeois, Montreal; Dr. Gordon 
Ellis, Edmonton. 


Friday, June 


ROUND TABLE CONFERENCES 
10.30 


Anesthesia 


Subject: The Consultant General 
Medical Problems. 

Chairman: Dr. Walton, Winnipeg. Dr. 
Revell, Winnipeg; Dr. Bowering, Regina. 


Industrial Medicine 


Subject: Industrial Medicine and the General Practi- 
tioner. 

Chairman: Dr: Montreal. Dr. Angus 
Mimico; Dr. Windsor; Dr. 
Gurth Pretty, Montreal; Dr. Hall McCoy, Montreal; 
Dr. Brien, London. 


Medicine 


Subject: Drugs the Treatment Heart Disease. 

Chairman: Dr. Hamilton, Toronto. Dr. 
Seott, Edmonton; Dr. Jennings, Calgary; Dr. 
Brow, Montreal; Dr. Strong, Vancouver; Dr. 
Bartram, 


Obstetrics and 


Subject: Early Diagnosis Carcinoma the Genital 
Tract, 

Chairman: Dr. Philpott, Montreal. Dr. 
Ayre, Montreal; Dr. Edwin Robertson, Kingston; Dr. 
Nelson Toronto; Dr. Robinson, 


Toronto; Dr. Marion Hilliard, Toronto. 
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Subject: Bowel Obstruction. 

Chairman: Dr. Dudley Ross, Montreal. Dr. 
Winnipeg; Dr. Stuart Thomson, Toronto; Dr. 
Hitchin, Edmonton. 


Psychiatry 


Subject: Psychiatry 

Chairman: Dr. Hawke, Toronto. Dr. 
MeNeel, London; Griffin, Toronto; Dr. 
Lewis, Toronto. 


Radiology 


Subject: Pulmonary Atelectasis. 

Chairman: Dr. Shannon, Toronto. Dr. 
Broughton, Toronto; Dr. Alexander, Toronto; Dr. 
Toronto. 


Surgery 


Subject: Surgical Procedures the Diabetic Patient. 

Chairman: Dr. Bigelow, Toronto. Dr. Angus 
London; Dr. Luke, Montreal; Dr. 
Robert Kerr, Toronto. 


GENERAL SESSION 
Friday, June 


10.45 a.m. 


Mistakes and Pitfalls General Surgery: Dr. 
Bazin, Montreal. 

The Scientific Outlook: Sir William Fletcher Shaw, 
Manchester, England. 

Modern Methods Health Protection Industry: 


SECTIONAL MEETINGS 


Friday, June 


2.30 p.m. 
Armed Forces Medical Section 


Panel Discussion—The Newer the 
Defence Canada: Chairman: Dr. Elder, 
Montreal. 

Medical Problems Arctic Warfare: Lieut.-Col. 
Crawford, Ottawa. 

Bacteriological Warfare: Dr. Brown, Toronto. 

Atomic Warfare: Dr. Franks, Toronto. 

Medical Organization, Service and Civilian: Surg- 
Capt. McCallum, Ottawa; Brig. Coke, Ottawa; 
Group Capt. Corbet, Ottawa; Dr. Solandt, 
Ottawa. 


Section Historical Medicine 


The Food and Medicinal Plants the Native Indians 

Richard Haydock: Being the Account Tudor 
Physician who also known History ‘‘The Sleep- 
ing Clergyman’’: Dr. Earle Calgary. 

Abraham Gesner, Surgeon-Geologist, 1797-1864: Dr. 
Kenneth MacKenzie, Halifax. 


Section Industrial Medicine 


Industry—A for the Promotion Mental 
Health: Dr. Bell, Toronto. 

Prevailing Practices Industrial Health Programs: 
Dr. Sappington, Chicago, 

The Changing Status Industrial Medicine 
Applies the General Practitioner: Dr. Harvey Cruik- 
shank, Montreal. 

Common Industrial Injuries the Shoulder: Dr. 
Bingham, Kingston. 


Section Medicine 


The Use and Abuse Some the Commoner Drugs: 
Dr. Whillans, Halifax. 

Protein Metabolism Acute and Chronic Illness and 
Convalescence: Dr. Browne, Montreal. 

Diagnostic Bronchoscopy: Dr. Schoemperlen, 
Winnipeg. 

Hypertension: The Evaluation Blood Pressure 
Measurements: Dr. Segall, Montreal; Dr. 
Siminovitch, Montreal; Dr. Barsky, Montreal; Dr. 
Vineberg, Montreal. 


Section Obstetrics and 


Panel Discussion—Diet Pregnancy: Chairman: Dr. 
Dr. Tisdall, Toronto; Dr. Ebbs, Toronto; 
Dr. Philpott, Montreal; Dr. Ross Mitchell, 
Winnipeg. 

Panel Discussion—Fetal Anoxia: Chairman: Dr, 
Puddicombe, Ottawa. Dr. Digby Leigh, Vancouver; 
Dr. Toronto; Dr. Howard 
Toronto; Dr. George White, Saint John. 


Section 


Genetics: Dr. Norma Ford Walker, Toronto. 

Bone Diseases Infancy: Dr. Marcel Langlois, 
Quebec. 

Treatment Diabetes Children: Dr. Chute, 
Toronto. 

Streptomycin Childhood Tuberculosis: Dr. Gladys 
Boyd, Toronto. 


Section Preventive Medicine 


Are There Nutritional Problems Canada?: Dr. 
Pett, Ottawa. 

The Use B.C.G. Vaccine: Dr. Armand Frappier, 
Montreal. 

Panel Procedures General 
Practice: Chairman: Dr. Fraser, Toronto. Dr. 
Van Rooyen, Toronto; Dr. Nelles Silverthorne, 
Toronto; Dr. Farquharson, Toronto; Dr. 
Brown, Toronto. 


Section Psychiatry 


Insanity Legal Defence: The Hon. Chief Justice 
Toronto; Dr. Stevenson, London; Dr. Farrar, 
Toronto; Dr. Boyer, Toronto. 

Psychiatric Developments Saskatchewan: Dr. 
McKerracher and Dr. Lawson, Regina. 

Neuropsychiatry and Medicine: Dr. FitzGerald, 


Section Surgery 


Improved Results Perforated Peptic Ulcer: Dr. 
Niemeier, Hamilton. 

Fluid Balance Surgery: Dr. Mitchell, 
Victoria. 

Diagnosis and Treatment Mediastinal Tumours: 
Dr. Perrin, Winnipeg. 

Diagnosis and Management Scoliosis: Dr. 
Dewar, Toronto. 


PROVISIONAL LADIES’ PROGRAM 


Monday, June 


9.00 a.m.—Registration, Royal York Hotel. 

12.30 p.m.—A luncheon for the wives delegates 
General Council has been arranged. 

5.30 General Council and their 
wives will guests the Academy Medi- 
cine, Toronto, reception held the 
Royal York Hotel. 
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Tuesday, June 


7.00 General Council and their 
wives are guests the Ontario Division, Cana- 
dian Medical Association, dinner held 
the Royal York Hotel. The feature enter- 
tainment this function will the presenta- 
tion the Bell Singers whose appearance 
sponsored the Toronto East Medical Association. 


Wednesday, June 


12.30 p.m.—A luncheon for all ladies attending the 
meeting will held the Auditorium, Eaton’s 
College Street. Following the luncheon dis- 
play the art the ballet will presented. 
Choreography Miss Mildred Wickson. 

8.30 p.m.—The principal evening social event the 
Annual Meeting will the ceremonial in- 
stallation the President and the conferring 
Senior Memberships. Following this, the 
newly installed President and Mrs. Magner will 
receive and the Annual Dance will held. 


Thursday, June 


4.30 p.m.—His Honour the Lieutenant-Governor 
Ontario and Mrs. Ray Lawson will entertain the 
visiting members the Association and their 
ladies Garden Party. 

8.30 p.m.—Tickets for the concert the Promenade 
Symphony Orchestra will available the 
Registration Desk. This évent held the 
Varsity Arena, University Toronto, and al- 
though primarily arranged for the entertainment 
visiting ladies, any members not otherwise 
engaged are. invited attend. 


Friday, June 


4.00 Farewell Tea will held. The location 
will All visiting ladies 
and Toronto hostesses are invited present. 


PROVISIONAL PROGRAM 
ENTERTAINMENT FOR MEMBERS 


Monday, June 


5.30 General Council and their 
wives will guests the Academy Medi- 
cine, Toronto, reception held the 
Royal York Hotel. 


Tuesday, June 


7.00 p.m.—Members General Council and their 
wives will guests the Ontario Division, 
Canadian Medical Association, dinner 
held the Royal York Hotel. The feature 
entertainment will the presentation the 


Bell Singers whose appearance sponsored 


the Medical. Association. 


Wednesday, June 


12.45 p.m.—Association Luncheon. 

Guest Speaker—The Honourable Paul Martin, 
Minister National Health and Welfare. 
8.30 p.m.—Annual General Meeting, ceremonial in- 
stallation the President, conferring Senior 
Memberships, and the appearance Delegates 
from sister medical Following the 
ceremonial, the newly-installed President and 
Mrs. Magner will receive, and the Annual Dance 
will held. This the principal evening social 
event the meeting and all members and their 

wives are invited attend. 


Thursday, June 


12.45 p.m.—Association The program will 
charge the Ontario Division. All mem- 
bers the Canadian Medical Association are 
invited attend. 


4.30 p.m.—His Honour the Lieutenant-Governor 
Ontario and Mrs. Ray Lawson will entertain the 
visiting members the Association and their 
wives Garden Party. 

7.00 p.m.—Alumni Dinners and Class Reunions. 

The Medical Alumni Associations the Uni- 
versity Western Ontario will hold 
class reunion dinner the Tudor Room 
the Royal York Hotel. 

The Medical Alumni Association the Uni- 
versity Toronto will hold dinner which 
all members the Canadian Medical Associa- 
tion will welcome. The special guests 
honour will the members the class 
1898 and the class 1948 University 
Toronto. 

The Class 1923 will hold its 25th 
reunion dinner the Roof Garden, Royal York 
Hotel. special feature, skits reminiscent 
Daffydill Nite will presented p.m. 
All members are welcome attend this portion 
the reunion. 


The Class 1928 will hold its 20th 
reunion dinner P.D.R. 10, Royal York Hotel. 
The Class 1937 will hold its 11th 
reunion dinner P.D.R. Royal York Hotel. 


Friday, June 


12.45 p.m.—Association Luncheon. Guest speaker, the 
Honourable Brooke Claxton, Minister Na- 
tional Defence. 


REDUCED FARES FOR RAIL TRAVEL 


The Canadian Passenger Association has authorized 
special convention rates for members the Canadian 
Medical Association and their families travelling 
rail the Annual Toronto. Identification 
Certificates permitting members purchase tickets 
considerable saving may obtained applica- 
tion the General Secretary, Canadian Medical As- 
sociation, 135 St. Clair Ave. W., Toronto 


Dates Sale 

Western Canada— 

From British Columbia, June 10-20 inclusive. 

From Alberta, June 11-21, inclusive. 

From Saskatchewan, June 12-22, inclusive. 

From Manitoba and Ontario (Port Arthur, Arm- 

strong and West)—June 13-23, 

Eastern Canada— 

From all points east Port Arthur and Armstrong 
June 13-24, inclusive. 


Fare Basis 
Round trip tickets will sold one and one-third 
normal adult one-way first, intermediate coach 
Identification Certificate the ticket agent the 


Return Limit 


Thirty days addition date sale. Pas- 
sengers must reach original starting point not later 
than midnight final return limit. 


Are You Interested Medical Education? 


the meeting General Council held last 
year Winnipeg, the Committee Education 
reported part follows: 


view the interest shown the Medical Col- 
leges preparing their undergraduates for the ultimate 
practice medicine, would the interest the 
Medical Colleges the Canadian Medical Association 
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were provide the Colleges with general information 
what, their opinion, comprises the practice 
general medicine and the proportion the different 
types cases which might expected seen and 
handled the general practitioner. Also that the 
Canadian Medical Association conduct survey order 
obtain this information. Such survey should pro- 
vide the opportunity for the physicians consulted 
make recommendations respect the inadequacies 
their own medical education based their experi- 
ences practice.’’ 


General Council and the Executive Committee 
empowered the incoming Chairman the Com- 
explore the opinion the Canadian Associa- 
tion Medical Colleges and proceed with 
the survey approval was 

This action has been taken and Dr. Hall and 
nucleus his committee have elaborated 
questionnaire which asks pertinent questions 
about the content general practice and pro- 
vides space for suggestions for the improvement 
undergraduate education. 

Since the primary purpose this survey 
elicit information which will assist the 
training undergraduates proceeding gen- 
eral practice, general practitioners are the 
proper individuals answer it. 

appreciated that many demands are 
made the time doctors fill out reports 
all kinds. The questionnaire under discus- 
sion will not placed your hands unless you 
ask for it. you have views which should 
expressed this important fill out the 
form printed hereunder and send in. The 
questionnaire will forwarded you and your 
reply will used add facts and opinions 
obtained from other co-operating members. 

you are general practitioner you are urged 
participate this survey, this way you 
can assist the general improvement under- 
graduate medical education helping keep 
the Medical Schools informed 
changing conditions general practice 
Canada. 


off and mail today............ 


The Committee Education, 
Canadian Association, 

135 St. Clair Ave. W., Toronto Ont. 

interested the improvement under- 
education medicine for general prac- 
tice, and will assist the current survey 
recording views your questionnaire. 

Please send copy the questionnaire to: 


(Block letters) 

(Block letters) 


Meeting General Practitioners 


entirely new feature the Annual Con- 
vention this year will meeting general 
practitioners. This has been arranged for 
Dr. Wallace Wilson, the Chairman the special 
committee General Practitioners. This Com- 
mittee, which was formed the Association 
last particularly anxious bring 
sible discuss certain selected points. First 
all, there the question establishing 
general practitioners’ Section the Association 
which will provide for their fuller representa- 
tion the program the Annual Meeting. 
Next, the matter certification general prac- 
titioners considered. Thirdly, the pos- 
sibilities clinical research 
general practitioners will discussed. 


Other matters may brought well, 
but for the moment proposed deal with 


The meeting held Wednesday, 
June 23, p.m. the meanwhile the Chair- 
man, Dr. Wilson, especially anxious have 
views many possible the matter. 
Those who cannot attend the meeting are asked 
send their opinions letter. recom- 
mendations will made the executive except 
those which the general practitioners themselves 
want make. Dr. Wilson’s address is, the 
Veterans’ Affairs Building, 1231 Haro Street, 
Vancouver. 


Invitation from the Wife the 
President-Elect 


Once more Toronto the wives the 
members the Canadian Medical Association. 
The last meeting held here was shadowed 
the gloom world war, and government 
restrictions hindered any planned entertainment. 
Nevertheless, the meeting left with pleasant 
remembrance friendships made and renewed 
and perhaps somewhat sober realization the 
comradeship which can develop among women 
times stress, 


Since then, have met greater numbers 
other provinees. have experienced gen- 
erous and kindly hospitality which each 
has had its quality. hope that 
all you who attended these meetings will come 
Toronto, and that those who have still 
enjoy their first convention will come also. Our 
committee has drawn program which 
hope will keep you entertained—but not the 
point exhaustion. detailed forecast 
social events mailed the wives the 
Councillors, the wives Toronto members, 
and all others who signify their intention 
coming the convention making application 
for hotel accommodation Toronto. Any 


women not included these categories may 
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obtain the ladies’ program writing Dr. 
Arthur Kelly, 135 St. Clair Ave. W., Toronto 
Some you, our prospective visitors, may 
have special interest visiting Toronto. 
you let know few weeks before the conven- 
tion, will able get touch with some 
our Toronto artists, musicians and craft 
workers, and perhaps arrange for visits 
studios workshops. Journalists reporters 
will looked after member our com- 
mittee. any you wish rub-up ball- 
room dancing attend popular radio show, 
please send the Women’s Committee 
for Entertainment, Dr. Kelly. 
Finally, there always delightfully carefree 
sensation acquired the harassed homemaker 
when she leaves home. The local electricity may 
off, the plumbing may not function, the 
springer spaniel may track great gobs mud 
over the pastel rug, the help may leave 
huff, the small boy may heave brick through 
the neighbour’s window—the visitor leans back 
more comfortably, nods sympathetically, and 
murmurs (to herself), ‘‘thank goodness it’s not 
responsibility’’. have tried make you 
feel that you will the wives 
the Toronto Medical Association and that 
want you come our meeting. Do. 
MAGNER 


THE COLUMN 


Students’ Art Exhibition 


The first aim outlined the constitution 
that the association shall act medium for the 
ideas among medical students’’ Canada. 
further definition made, but may interpret 
involving those both academic and 
cultural interest. The CAMSI has, the past, ade- 
quately met the constitutional requirement 
academic field, and growth the organization has been 
such that may now safely establish functioning 
inter-school matters cultural. Accordingly, 
first step was taken when delegates the last conference 
moved the establishment annual exhibition 
student art. 

Plans are yet embryonic, but hoped that out- 
lining general terms what planned, our artist col- 
leagues will busy themselves forthwith and record the 
seasonal colours. first the exhibition must necessarily 
restrictive—probably oils. Each school shall have 
committee which will encourage local activity, which 
will responsible for the collection and classification 
the students’ work, and for sending the site the 
first exhibition. This first exhibition will the time 
the annual conference November and will 
integral part it. The work will reviewed this 
time, and awards made. committee formed the 
National Executive will arrange where possible send 
the exhibition member medical schools, and must 
course ensure that each masterpiece shall then re- 


turned its proud creator. 


was stated, this the general plan. Specific 
details will shortly forthcoming through your local 
officer. 

Are you seeing the films provided CAMSI? Your 
CAMSI representative has complete list medical 
films available from the National Film Society—see him 


and help him choose. You may order many you 
wish, three films which together run about one hour 
make interesting weekly program. 

Donald 


MEDICAL SOCIETIES 


Mid-winter Session Canadian Association 
Radiologists, January 1948 


Several sessions the Council the Canadian Asso- 
ciation Radiologists and Special Committees were 
held the 4th and 5th January, and matters pertain- 
ing the problems that arise the training radiolo- 
gists and their qualifications, well the training 
x-ray technicians, were discussed and recommendations 
made. The shortage radiologists through Canada 
matter concern the members the Canadian 
Association Radiologists, well the medical 
profession, and the problems adequate training and 
proper qualifications are such that considerable study 
and effort will necessary before the present demand 
met. 

the dinner which followed the first ses- 
sions, Principal Wallace Queen’s University 
spoke the subject ‘‘Looking Ahead’’. Dr. Wallace 
pointed out that while the world was making great 
scientific advances, were not keeping pace with these 
emotionally. The present world situation called for 
consideration different cultures and different 
peoples and Canadians were particularly fortunate be- 
cause they were living beautiful country which had 
not been marred the war, wealth 
natural resources and which enjoyed the advantage 
two cultures living side side. Dr. Wallace said 
that felt while the one hand the more practical 
Anglo-Saxon culture would benefit from the philosophical 
culture the French people and vice versa, was 
greater importance that the two cultures explore the 
possibility complete co-operation. hoped that the 
co-operation that existed scientific spheres would lead 
greater general religious, political and national co- 
operation; thus Canada, two different cultures living 
amicably side side might demonstrate the world 
the feasibility world government the future when 
mankind whole was ready for such advance. 

was decided that the next year’s Mid-winter Session 
would held Halifax, Nova Scotia. 


Kingston and Frontenac Medical Society 


The doctors the Province are keenly interested 
postgraduate education and are going far afield some 
instances for their speakers. The Kingston and 
Frontenac Medical Society procured the services Dr. 
Status Early There was marked 
interest this subject shown the doctors present 
the meeting, and particular the surgeons practising 
the City Kingston. Dr. Lubinski was procured 
from Montreal and spoke ‘‘The Rhesus Factor: 


and Clinical 


Lincoln County Medical Society 


The Lincoln County Medical Society has planned 
outstanding list scientific programs for the spring 
months. Dr. Meigs Boston opened the program 
January presenting the subject ‘‘What the 
General Practitioner should know about Diseases the 
Female Pelvis’’. Although the Society membership 
80, there were about 100 attendance the meeting. 
Some doctors came from the State New York. The 
Secretary reports that there was excellent discussion 
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the common problems such treatment the meno- 
pause, dysmenorrhea, menstrual irregularities and few 
remarks about pelvic 


Oxford County Medical Society 


Dr. Brien, Professor Medicine, University 
Western Ontario, spoke the Oxford County Medical 
Society February Woodstock, presenting 
paper ‘‘Recent Advances Medical Diagnosis and 


Dr. VanWyck, Professor Obstetrics and 
University Toronto, presented paper 
December the Hamilton Academy and 
again the North Waterloo Medical Society January. 
Both societies appreciated very much this outstanding 
lecturer. 


Brant County Medical Society 


January 29, Dr. Caven, Toronto, spoke 
the Brant County Medical Society Brantford, the 
subject ‘‘Low Back Pain’’. 


Niagara Falls, N.Y. Academy Medicine 


number Ontario doctors attended the Annual 
Day exercises the Niagara Falls, N.Y. Academy 
Medicine March The visitors were rewarded 
most attractive program and generous hospitality 
their hosts. 


Ottawa Academy Medicine 


The Academy Medicine Ottawa had, guest 
speaker, Dr. DeWard Ferris the Mayo Clinic 
March The subject the lecture was Tumours 
the 


Toronto Academy Medicine 


The February stated meeting the Academy Medi- 
cine Toronto, ‘‘Uses and Abuses the Sex 
The main address was given Dr. Willard 
Owen Thompson, Clinical Professor Medicine, Univer- 
sity Illinois, Chicago. dinner preceded the meeting. 

The stated meeting March heard Dr. Shields 
Warren, Pathologist the New England Deaconess Hos- 
pital, Beston, the the Atom Bomb the 
Population Hiroshima and Nagasaki’’. 


Medical Alumni Association the University 
Toronto—A Discussion General Practice 


The general practice medicine the spotlight 
public and professional attention. Clinical research 
general practitioners, sections general practice 
medical organizations, certification general practi- 
tioners, student assistants general practitioners, these 
and other important matters relating P.’s and their 
training are receiving careful consideration organized 
medicine. 

The Medical Alumni Association the University 
Toronto has made substantial contribution the cur- 
rent study arranging for panel discussion general 
practice before the graduating class Varsity, and the 
interns the Toronto hospitals. capacity audience 
jammed the lecture room the Toronto General Hos- 
pital the evening February hear panel 
experts quizzed Dr. Valentine Stock, the master 
ceremonies, after the method made famous 
tion Please’’. The guest stars included Dr. Victor 
Johnston Lucknow, Dr. Ward Woolner Ayr, Dr. 
Agnes Jamieson Minden, Dr. Herbert Sullivan 
Toronto, Dr. Ambrose McGhie Hamilton and Dr. 


Barnett Toronto. The questions ranged from 
recreation remuneration, from group practice 
gregariousness, from journals jalopies, from prestige 
post-graduate education, and the sponsors did not have 
donate even one set the Encyclopedia Britannica. 
The interested audience listened for two and half hours 
the inside story general practice, its satisfactions 
and disappointments, its lighter moments and its grim 
episodes portrayed with true realism representative 
practitioners. the opinion many, Dr. Agnes Jamie- 
son stole the show. This able spokesman our feminine 
colleagues constitutes half the medical population 
Haliburton County. She ministers the needs 
scattered community small farmers and bushworkers, 
attends your son daughter summer camp, carries 
out the duties coroner and M.O.H., runs the village 
drug store and even finds time teach the Sunday 
School. 

However, this report should not single out individual 
stars but record the fact that most interesting and help- 
ful information was presented juniors the pro- 
fession stage when should most valuable 
them. University Toronto Medical Alumni Asso- 
ciation congratulated excellent idea which 
was carried out fine style. planned repeat 
the performance next year with improvements gleaned 
from this experience. The University Toronto group 
makes claim exclusive rights this method 
presentation, but rather suggests that similar march 
past General Practice might arranged with ad- 
vantage every medical school the country. 


Montreal Medico-Chirurgical Society 


The following meetings this Society are being held 
April: 

April 2.—‘‘Symposium Diseases the Liver’’. 
Hoffman, Waugh and Professor Hoff. 

April 16.—Clinical evening, Children’s Memorial Hos- 
pital, Montreal. 

April 30.—Joint meeting with the Section Tuber- 
culosis, program announced. 


Montreal Physiological Society 


meeting the Montreal Physiological Society 
held January 19, 1948, the Medical Building 
University, the following papers were presented: 

(a) the Secretion the Thyroid 
Hormone’’, Leblond and Gross, Department 
Anatomy, McGill University. 

Studies carried out with radio-iodine have shown that 
the thyroid gland takes iodine from the blood and 
uses synthesize thyroxine and diiodotyrosine. These 
two compounds are stored the colloid the thyroid 
follicle where they are incorporated amino acids 
large protein molecule, thyroglobulin. Both thyroglobu- 
lin and thyroxine may repair the effects thyroid- 
ectomy. However, which substance the actual thyroid 
hormone unknown, there little information 
how the active substance leaves the thyroid gland 
and circulates the blood. The present results indicate 
that, addition the thyroxine incorporated peptide 
linkage the molecule thyroglobulin, small amount 
free thyroxine present the thyroid gland. 
Furthermore, free thyroxine also occurs plasma. After 
radio-iodine administration the thyroid was ground 
normal saline and shaken with three successive 
portions n-butanol. Sixteen milligrams 1-thyroxine 
were added the combined butanol extracts, which were 
then washed twice with equal volume NaOH 
containing Aliquots the butanol 
extract were taken for radioactivity and iodine measure- 
ment. The butanol extract was evaporated and the 
residue, taken water. Thyroxine was then pre- 
cipitated three times, first with acetic acid and then twice 
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the potassium salt from 0.1 Radioactivity 
and iodine content each precipitate were estimated. 
Table shows that the radioactivity per milligram 
1-thyroxine smaller than that the washed butyl 
extract, but shows significant the three 
thyroxine precipitates. The constancy radio- 
activity thyroxine after several recrystallizations indi- 
that this radioactivity from thyroxine itself. 
similar procedure carried out with the blood also re- 
vealed the presence free thyroxine (Table I). 


TABLE 


COUNTS PER MILLIGRAM 1-THYROXINE PER MINUTE 


Thyroid tissue: 
Butyl extract washed with NaOH 67+6 
First precipitation thyroxine such 47+4 
First precipitation thyroxine potassium 


Second precipitation thyroxine 
38+5 


Blood plasma: 
Butyl extract washed with NaOH Na,CO, 105+9 
First precipitation thyroxine such .... 105+9 
First precipitation thyroxine potassium 


Assuming complete extractions, the concentration 
free thyroxine the gland may calculated 
about times that the plasma. This finding con- 
sistent with the assumption that free thyroxine broken 
down from thyroglobulin inside the gland and then 
released such the plasma, where constitutes the 
circulating thyroid hormone. 


(b) Possible a-cell Hormone the Islets 
Stewart, and Stewart, Department Biochemistry, 
McGill University, and Frosst and Co., Montreal. 


Physiological Society Toronto 


Dr. Christian Luve the Department Bio- 
chemistry, Louvain, Belgium, recently addressed the 
Physiological Society the University Toronto 
the winter the following series papers the subject 
Muscle was given: Excitation Muscle Dr. 
Hendrick, Department Physiological Hygiene; The 
Nature and Action the Contractile Elements Muscle 
Mr. Mack, Department Physiological 
Hygiene; Energy Transformations Muscle Dr. 
Goranson, Department Physiology; The Electrolytes 
Muscle Dr. Jeane Manery Fisher, Department 
Biochemistry. 


Woodstock Medical Society 


The January meeting the Woodstock Medical 
Society enjoyed the address Dr. Van Wart 
There was large attendance 
doctors from the upper St. John Valley. 


Saint John Medical Society 


special speaker the February meeting the Saint 
John Medical Society. Dr. VanWart discussed various 
plans prepaid medicine—particularly with relation 
enabling legislation passed recently the Maritime 
Provinces. the discussion Dr. VanWart’s brilliant 
address the feeling developed that the large number 
physicians present were favour some scheme 
organized third party, rather than any organization 
the doctors themselves providing such service. The 
Blue Cross set was mentioned.as proper 
sell and provide this service. Present this meeting 
were several members the Executive committee the 


New Brunswick Medical Society from other points 
the Province. 


York-Sunbury Medical Society 


The York-Sunbury Medical Society met January 29, 
dinner meeting Fredericton. Two guest speakers 
were present from Edmundston. Dr. Sormany 
presented case gun shot wound right upper 
quadrant with perforation right kidney and Dr. 
this meeting was decided motion that ‘‘a Cancer 
earliest possible moment’’. There was also informa- 
tive discussion some new aspects prepaid medical 
care, 


Clinical Surgical Society Western Canada 


The Clinical Surgical Society Western Canada held 
its annual meeting The Mewburn Pavilion the 
University Alberta Hospital February and 28. 
Members attended from Winnipeg, Saskatoon, Regina, 
Calgary, Red Deer and Lamont. 


Calgary Medical Society 


special meeting the Calgary Medical Society was 
held February 12. Dr. Wallace Wilson, past President 
the Canadian Medical Association, was guest speaker. 
stated that special committee the Canadian 
Medical Association had been appointed study the 
problems the general practitioner. This committee 
consisted Dr. Hall, who head the Medical Educa- 
tion Research Council the Canadian Medical Associa- 
tion, five general practitioners, Dr. Wallace 
Wilson presented two main problems. Firstly, 
whether section for general practitioners should 
established the Medical Association, and 
business meeting general practitioners follow after. 
outlined that although the present programs the 
Canadian Medical Association are designed primarily for 
general practitioners, they are generally put 
specialists various fields, who may times tend 
become too scientific, and present papers which not 
give the general practitioner much value take back 
put his clinical practice. was felt the above 
committee that section headed general pactitioners 
the regular Canadian Medical Association meeting 
would great value. 

The second question that Dr. Wilson presented was 
the value establishing certification general 
practitioners. The idea the committee was establish 
this certification the basis the general practitioners’ 
work and certain amount clinical research the 
general practitioner his own practice his own cases, 
and possibly also examination. was felt that 
this way the standard the general practitioner could 
kept up, and that also establishing interest this 
field, and establishing some competition and annual 
awards for general practitioners, more doctors and 
especially those recently graduating, would encouraged 
enter this field rather than specialize some 
particular branch medicine. Dr. Wilson pointed out 
that this one the most important fields medicine 
and today being badly neglected. 

Dr. Wilson requested that those who intended 
the Annual Canadian Medical Association meeting 
Toronto this spring, should make point present 
meeting general practitioners held there. 
Those practitioners who will unable attend the 
meeting, and who have ideas suggestions regard 
the above two questions, any other question, 
urgently requested put their ideas writing and send 
them Dr. Bramley-Moore, Registrar, the Alberta Col- 
lege Physicians and Surgeons, who will turn send 
them Dr. Wilson, that the latter may able 
take with him the meeting Toronto the expression 
ideas the general practitioners the West. 
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Dr. Wilson also brought minor degree the 
problem medical education general practitioners, 
especially rural areas and the ever increasing problem 
general practitioners being edged out hospital ap- 
pointments. stated thut something would have 
done regard these problems. 

February 17.—Dr. Morgan, representative the 
Economie Committee the Calgary Medical Associa- 
tion gave brief report recent happenings. The 
prepaid voluntary insurance proposal was come 
before the Provincial House the near future. copy 
the proposed contract between the Province and the 
Alberta Medical Services would made available 
all members the Society and urgently requested 
every member analyze carefully this contract and 
forward any criticism the Secretary the Alberta 
Division the C.M.A. The Government was also pro- 
posing take over the voluntary hospitalization scheme. 
reported that there had been political move put 
forward scheme hospitalize and provide medical care 
for traffic accident cases. lump sum had been offered 
the Committee which had been turned down 
them. 

The guest speaker was Dr. Browne, 
Montreal, who spoke Protein Metabolism Acute and 
Disease. The results experimental accurately 
controlled cases, both normal and ill, were graphically 
illustrated slides. The importance protein meta- 
bolic balance was evident from these. The catabolic 
process with increased relative output protein dis- 
ease and after surgical procedures was shown. The 
anabolic phase set following this only adequate 
protein was made available. Synthesized protein 
hydrolysates amino acids were temporary and 
expensive stop gap only. Skimmed milk powder one 
the best and cheapest sources protein for the 
hospitalized patient. Careful supervision all hospital 
diets both pre- and post-operatively, was most important 
the rapid recovery the patient. stressed that 
much wiser keep the tissue proteins than allow 
unnecessary loss and have replenish this. 


société médicale des universitaires 
Québec 


Société médicale des universitaires 
Québec, decembre, 1947. 


QUELQUES NOUVEAUTES Jolicoeur. 


Dans une revue d’un genre didactique, confér- 
chirurgie avait progressé ces derniéres années. 
toucha question opératoire qui devrait 
plus exister nos jours grace aux traitements pré 
post opératoires bien compris aux divers ad- 
juvants thérapeutiques qui sont venus préter main 
forte chirurgie. fut question des nou- 
veautés chirurgie ceur des vaisseaux, incluant 
traitement des thrombo-phlébites embolies pul- 
monaires par blocage sympathique par ligature 
veine cave inférieure. 

Dans question des plaies est principe auquel 
chirurgie peut adhérer grace débridement bien 
compris aux antibiotiques: celui tenter 
fermer toute plaie dedans jours puisqu’il 
est prouvé que temps entre son occurance 
fermeture influera plus que tout autre facteur 
sur valeur guérison. méme dans les 
décubitus chez les paralytiques, chirurgie plasti- 
que permis une guérison rapide par plissement 
greffe des tissues. encore dans les cas d’ostéo- 
myélite chronique méme principe peut s’appliquer. 

chirurgie gastrique fut question surtout des 
vagotonies, avec précisions sur leurs emplois, bénéfices 
chlorure d’ammonium sulfate Les 
emplois vagotomie dans colite uleéreuse chroni- 


que non spécifique splanchnicectomie dans 
les cas pancréatites diffuses furent discutés. 


TRAITEMENT DIFFERENTES FORMES TUBERCULOSE 
NON CUTANEE PAR VITAMINE Desmeules, 
Rousseau, Ph. Richard C.-H. Dorval. 


(Travail fait collaboration avec les services 
Laval.) 

Les auteurs débutent par une synthése historique 
vitamine ils soulignent les propriétés 
pharmacologiques Ils observent 
malades qu’ils étudient point vue biochimique 
(sédimentation globulaire, calciurie, phos- 
phatase, protidémie, glycémie, indice 
matique, métabolisme base, hémogramme, azotémie, 
bactériologique, radiologique urinaire) cours d’un 
traitement antibiotique intensif vitamine D2, 

Ils arrivent aux conclusions suivantes: (1) Deux 
enfants atteints d’adénites cervicales bacillaires ont 
favorablement répondu radiostol. (2) solution 
huit des onze lésions osseuses fistulisées. (3) Quatre 
lésions laryngées type hyperplasique ont obéi 
(4) Les études expérimentales cliniques 
sur les lésions orchi-épididymaires sur les empyémes 
tuberculeux infectés secondairement qui sont limitées 
quatre cas peuvent permettre conclusion. (5) 
vitamine D2, solution administrée par 
voie peut étre considérée comme 
médicament d’appoint dans traitement tuber- 
culose pulmonaire. Les auteurs basent leur opinion 
sur cas. 


CORRESPONDENCE 


Insanity Criminal Defense 


[We have received the following comments Dr. 
Stevenson’s paper ‘‘Insanity Criminal De- 
fence’’ which appeared February 


Mr. Meredith, K.C., Montreal, writes 
follows: 


the Editor: 


feel that Dr. Stevenson, his paper ‘‘In- 
sanity Criminal Defence’’ has sadly misconstrued 
article ‘‘Insanity Criminal Defence’’ (Canad. 
Bar Rev., 25: 1947). Moreover, afraid that 
has done particular good his cause. case 
history repeating itself. From time time, medical 
men have suggested radical changes the law, without 
apparently giving any thought the fundamental 
principles our The urging such 
extreme views has hindered rather than assisted reform. 

the other hand, good illustration moderate 
views, carefully presented after due consideration, 
found the recommendation the British Medical 
Association Lord Atkins’ Committee 1923. The 
Committee (made notables such Sir Marshall 
Hall, Sir Ernest Pollock, Sir Herbert Stephen, Sir Archi- 
bald Bodkin, Sir Leslie Scott, al.) was impressed 
that did fact recommend change the law within 
reasonable limits. opinion, (and several other 
lawyers have taken the trouble tell they agree with 
me) Dr. Stevenson, albeit with the best intentions, has 
gone much too far his proposals, 


[Mr. Meredith has recewed the following letter from 
Dr. Rabinowitch Montreal, commenting Dr. 
Stevenson’s paper, and suggests that publish it.] 

Dear Mr. Meredith: 

Many thanks for the reprints your papers 
sanity Criminal Defence: Conflict Views’’ and 
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duties deal with this subject, though very briefly, 
lectures Medical Jurisprudence and Toxicology, 
and the views which express are complete agreement 
with Quite frankly, though the M’Naghten 
rules have their limitations, cannot agree with Dr. 
Stevenson’s suggestions, supported though they are 
the advances Psychiatry. his latest publication 
the subject (Canad. J., 58: 174, 1948) Dr. 
Stevenson describes his proposals ‘‘rather radical’’. 
opinion, they are too radical and, overlooking 
they certain legal aspects, would most likely tend 
prevent, rather than assist, administration justice. 

Incidentally, the above-mentioned paper, you are 
credited with advocating ‘‘that the M’Naghten rules 
modified the addition the irresistible impulse 
This, have the impression, misinterpreta- 
tion. interpret your most recent publication the 
subject (Canad. Bar Rev., March, 1947) your intention 
was present both aspects the problem, medical and 
legal, and, from all the facts, you have arrived the 
conclusion that, for safety, the M’Naghten rules should 
remain force. You not recommend that the M’Nagh- 
ten rules modified, but, your opinion, any amend- 
ment providing for the defence irresistible impulse 
should drafted, should such demand proof 
beyond all reasonable doubt’’ that the commission the 
crime was irresistible and not merely unresisted. the 
Pennsylvania ruling (Comm. Mosler (1846) Pa. St. 
264), the irresistible impulse doctrine should 
nized orily the clearest cases’’. 

The reasons for belief that Dr. Stevenson’s recom- 
mendations are too radical and thus would most likely 
tend prevent, rather than assist, administration 
justice are, briefly, follows: ‘‘Irresistible impulse’’ 
generally recognized phenomenon. its 
existence have long ago been completely dispelled 
repeated experiences. Kleptomania example the 
more frequent. manifestations it. Senseless murder 
children their mothers another; but that the 
M’Naghten rules have been outmoded the advances 
medicine that they more afford proper basis for 
testing criminal responsibility means clear 
many psychiatrists believe. 

That inclusion irresistible impulse defence 
would seriously impair administration justice and 
thereby permit guilty persons escape punishment 
suggested from the manner which this defence has 
been made use until now. Psychiatrists agree that 
insanity affects will and emotions more often than in- 
telligence. also fact that the charge murder 
less common than that manslaughter and still less 
common than other crimes punishable long periods 
imprisonment. Yet, compared with use irresistible 
impulse defence trials for murder, its use 
trials for the lesser crimes has been rare, the guilty 
obviously having preferred definite period imprison- 
asylum for the insane. statistical grounds, therefore, 
seems clear that irresistible impulse has been found 
criminals convenient defence capital cases, the 
alternative having been the inelastic hemp. Professor 
Sydney Smith has pointed out (Principles and Practice 
Medical Jurisprudence, 9th ed., vol. 817, 1934) 
doctrine ‘irresistible impulse’ has been strained 
such degree create the public mind dis- 
trust medical evidence these This, 
say the least, disturbing members the medical 
profession, particularly those who, because their 
duties, find themselves from time time the witness 
stand. 


the other hand, for number reasons, the 
problem cannot solved the suggestion that medical 
consultation replace trial jury, or, least, that the 
function the jury restricted determination 
whether the accused had the act, leaving 
board psychiatrists deal with the psycho- 
pathic aspects. Firstly, you have pointed out, such 
practice would violation our constitution ;~but, 


even assuming change the constitution permit 
such practice, there the following which psychiatrists, 
are opposed the M’Naghten rules their present 
state, well their modification addition ir- 
resistible impulse them, seem overlook. 

Psychiatrists point out that irresistible impulse 
merely symptom mental disorder; that, Dr. 
Stevenson put it, ‘‘the clinical entity, the disease itself, 
not the symptoms, should the for judging 
the responsibility the accused. The presence 
psychosis recognizable form insanity) 
when the act was committed should synonymous with 
legal irresponsibility.’’ This the reason Dr. Stevenson 
asked the question: ‘‘Is the average jury capable 
understanding technicalities and coming 
proper decision the sanity the accused 
What thus overlooked the fact that the jury deal- 
ing with legal and not with medical question, and 
legal fact that insanity, per se, not, under all 
complete answer criminal charge. 
you have pointed out, under certain 
persons, including certifiable lunatics, may 
criminally 

see it, two factors considered before any 
changes are made the M’Naghten rules are (a) the 
degree certainty with which irresistible impulse can 
diagnosed and (b) the present safeguards prevent 
injustice spite the limitations set the M’Naghten 
rules testing criminal responsibility. 

The first question, therefore, is: are psychiatrists, 
from the evidence witnesses trial and from their 
examinations the some time after the erime 
had been committed, able beyond all reasonable doubt, 
differentiate between ‘‘irresistible’’ and ‘‘unre- 
knowledge psychiatry very limited; 
but have the impression that the answer most cases 
is: No. With this, believe, most authorities Foren- 
sic Medicine agree. this limitation 
diagnosis, there the practice granting reprieve 
eases murder when the existence insanity has been 
definitely established, even spite verdict 
upheld Court Appeal, the very 
liberal interpretation the rule that ‘‘no person can 
(1910) O.W.R. 544). far have been able 
ascertain, because this exercise insane 
murderer, commencing with Ronald True, 
executed England, Canada the United States, dur- 
ing the last years. the 8th ed. his Forensic 
Medicine (J. Churchill, 1943) Sydney Smith states 
that ‘‘in practice the application these rules 
(M’Naghten rules) does not appear have led any 
grave miscarriage Though granted reprieve, 
the accused has been committed asylum, but, with 
this, all must agree. person who might some un- 
predictable time have irresistible impulse certainly 
not safe person the street the home. 

Incidentally, you know, though Lord Justice 
Atkin’s Committee had recommended addition ir- 
resistible impulse tests criminal responsibility, 
was restricted impulse which the prisoner was unable 
resist because ‘‘mental disease’’. Therefore, since 
the presence mental disease the basis the exercise 
mercy and thus reprieve, difficult imagine 
wherein addition irresistible impulse test 
responsibility would accomplish more than the 
M’Naghten rules their present state. 

Combining all the facts, therefore, see it, 
substitution board medical experts for trial 
jury, even partly only, excluded not only constitu- 
tional grounds, but the fact that its findings would 
restricted seen medically, whereas, the 
question essentially legal one. ir- 
resistible impulse the M’Naghten rules test 
criminal responsibility would also serve useful pur- 
pose, view the present practice reprieve cases 
insanity which not fit with the requirements 
the M’Naghten rules. Not only would serve useful 
purpose, but the above-mentioned experiences with 


- 


| 
4 


408 


Canad. 


MEDICINE April 1948. vol. 


irresistible impulse defence date, clearly show, 
would put into the hands the murderer very con- 


venient means escaping just punishment for his crime. 


RaBINOWITCH 


Montreal, 
February 16, 1948. 


SPECIAL CORRESPONDENCE 
The London Letter 


(From our own 


The more one sees of, East Africa the more one 
impressed with the tremendous possibilities for the 
future. Men, money and material are urgently re- 
quired, but what demanded above all that spirit 
enterprise which refuses daunted the im- 
mensity the problems, but rather accepts this 
greater effort. 


UGANDA 


After the arid bareness Nairobi, Entebbe 
oasis lovely green. Tucked away among the trees 
the side Lake Victoria provides feast for 
the eye the traveller from the north that can never 
forgotten. For the medical visitor the two out- 
standing features are the Yellow Fever Research In- 
stitute and the Native Hospital and Medical School 
Kampula. The former the most impressive re- 
search institute that your correspondent has far 
encountered the course his tour. Inaugurated 
great Canadian the Institute has set standard 
efficiency, enterprise and accurate observation which 
might well set standard for all similar institutions. 
Under the guidance its present director, Dr. 
Smithburn, carrying out yeoman service and 
providing wealth data. 

What particularly impressed your correspondent was 
the happy spirit comradeship which inspired all 
the members the staff. The Mulago Hospital, built 
the slopes hill overlooking Kampula, must 
one the most beautifully situated hospitals 
the visitor from Great Britain one its most 
interesting features the medical school attached 
for the training native doctors. Time alone will 
tell how capable the native today becoming 
practitioner the healing art, but one born and 
bred the atmosphere British medicine was 
stimulating experience meet those responsible for 
the teaching the native and discuss with them 
the many problems involved the adaptation 
British methods necessary for the efficient teaching 
the native. 


TANGANYIKA 


Tanganyika the first part Africa feel the 
impact the drive develop the food-producing 
potentialities the continent. Much has been written 
criticism the ground-nut scheme, but was en- 
couraging learn from the men the spot that, 
considering all the difficulties involved, satisfactory 
progress had been made the short time the scheme 
has been operation. Sleeping sickness the major 
medical problem the country, just trypansomiasis 
the major veterinary problem.. many rhodesiense 
the major problem, and unfortunately drug has 
yet been found value it. One 
the difficulties that the disease seldom seen 
the early stages, where would more amenable 
treatment. was interesting learn that try- 
parsamide had been practically given because 
its toxicity. 


NORTHERN RHODESIA 


Technically Central Africa, the medical and 
veterinary problems Northern Rhodesia are the 


same those its neighbours. fly over the 
country and see hundreds square miles without 
sign cattle human habitation realize what 
difference the eradication the tsetse fly would 
mean. all too small medical and veterinary staff 
performing yeoman service. The present financial 
resources the country are not such will permit 
adequate expansion this work, but with more 
aid from the United Kingdom, the potentialities 
the country are almost unlimited. 


SOUTHERN RHODESIA 


Bilharzia the outstanding medical problem this 
young Dominion, unique the moment possessing 
practising surgeon its popular Prime Minister. 
the skill and enthusiasm with which the problem 
being tackled there could doubt. This 
the home the much discussed intensive treatment 
the disease with antimonials. Whatever the final 
verdict may concerning its efficacy, and there can 
doubt that producing results the hands 
its originators, abundantly clear that not 
the final answer the problem. Antimony has now 
been used for long, and many different ways, 
for the treatment this condition without providing 
satisfactory solution the problem, that clear 
that attention must now turned some other 
method attack. 


AFRICA 


After tour such this requires good deal 
mental gymnastics adjust oneself suddenly 
Johannesburg. Here are all the so-called 
civilization—skyscrapers, traffic-ridden streets and 
vast multiple stores. But even preliminary contact 
with the South African Institute Medical Research, 
all that has far been possible, provides convincing 
evidence the energetic way which the medical 
problems the Union are being tackled. 


WILLIAM THOMSON 
Johannesburg, March, 1948. 


ABSTRACTS FROM CURRENT 
LITERATURE 


Medicine 


Periarteritis Nodosa. W.: Arch. Int. 
Med., 80: 567, 1947. 


Two cases are presented.—The first, giving history 
pulmonary tuberculosis, successfully arrested, was 
under observation for several years, admitted many times 
hospital and carefully examined over and over again. 
complained headache, aches and pains involving 
different parts the body, but usually muscular. Tender 
nodules appeared under the skin his extremities. 
ran low grade fever usually subsided after 
few days hospital. Biopsy cervical lymph nodes 
showed tuberculosis and subcutaneous nodules—peri- 
arteritis nodosa. finally recovered completely. 

The second case complained abdominal pain. 
Physical examination did not sustain the diagnosis 
nephrolithiasis, and was mostly negative. Later the 
pain shifted across the abdomen, still later appearing 
the legs. Several weeks after admission, electrocardio- 
gram showed changes suggesting coronary thrombosis. 
During the weeks following his symptoms suggested in- 
volvement arteries various parts the body, his 
blood pressure became higher, the urine showed albumin, 
pus and red cells. White cell count 22,000. de- 
veloped swelling the left groin and diagnosis 
perinephritic abscess was made. Exploration revealed 
large perirenal hematoma, and multiple kidney infarcts. 
Death followed two days later. Autopsy showed 
aneurysms mesenteric, coronary and cerebral arteries. 
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The author feels that these cases are difficult diag- 
nose, that this condition should suspected where 
satisfactory diagnosis abdominal pain not made 
and that allergy should considered the inciting factor 
until can find out more about this disease. present 
the prognosis always grave. 


Toxic Gases and Vapours. Clinton, M.: 
New England Med., 238: 51, 1948. 


The incidence poisoning from the in- 
halation toxie gases and vapors reflect the increasing 
use volatile solvents industry. The importance 
such agents the causation illness frequently un- 
appreciated patient and physician and should always 
considered the etiology glomerular nephritis, 
obscure anemias and atypical liver disease.. pos- 
sible that many obscure illnesses result from the same 
cause. NorMAN SKINNER 


Bronchiectasis: Treatment and Prevention. Badger, 
L.: New England Med., 237: 937, 1947. 


Bronchiectasis presents varying picture different 
patients. Approximately 50% cases are suitable for 
surgery but about one-third these require subsequent 
medical management. Much can accomplished the 
non-surgical treatment the disease and the general 
pessimism this regard not warranted. The two 
important factors the etiology bronchiectasis are 
infection and atelectasis. Prompt treatment pulmon- 
ary infection, means chemotherapy, and 
atelectasis, deep breathing and bronchoscopy, will 
much prevent the development the disease. 

The patient with bronchiectasis can achieve much 
regular postural drainage. drainage has 
place routine measure treatment. Every effort 
should made avoid acute respiratory infections and, 
when these develop, their treatment should prompt 
and thorough. Prolonged prophylactic administration 
sulfadiazine, dosage one gram daily, may 
value. The general state health and resistance the 
individual the utmost importance and every effort 
should made maintain this satisfactory 
state possible. While sinusitis and other infections 
the upper respiratory tract are not etiologic factors 
bronchiectasis much accomplished their adequate 
treatment. SKINNER 


Surgery 


Duodenal Regurgitation. Metz, R.: Arch. 
239, 1947. 


Though duodenal regurgitation has been recognized 
for many years entity, has not been 
given proper consideration the majority clini- 
cians and radiologists. This condition may cause pro- 
longed and serious symptoms, which not recognized 
and corrected, can lead chronic invalidism, gradual 
general exhaustion and death. the duo- 
denum where passes over the spine the mesentery 
attachment the most common cause regurgitation 
and normally associated with ptosis the abdominal 
tract resulting from congenital anomaly from 
tumour growth adhesions, may also cause obstruc- 
tion. When the obstruction slight, there are re- 
curring attacks nausea, with disturbed appetite 
and loss weight followed sickness resulting from 
restricted intake food. When the obstruction be- 
comes more advanced, the attacks nausea increase 
and are followed sense fullness the right 
upper area the abdomen and vomiting which 
come after the patients start eat. Pain the 
upper right abdomen may present. Extreme de- 
hydration, emaciation, gradual exhaustion and death 
are the end results the progressive case. positive 
diagnosis made careful fluoroscopic examina- 
tion. When the obstruction slight and the symp- 
toms come and go, careful medical management con- 
sisting regulation the intake food and rest 


mealtime may give the desired results. The object 
the fat the abdomen with the hope that 
the pressure the duodenum will reduced. Surgi- 
cal treatment indicated there unsatisfactory 
progress one two months’ time. Duodenojejun- 
ostomy the accepted surgical treatment. The anas- 
the author’s series patients, were relieved 
gastroenterostomy and duodenojejunostomy. 

LEARMONTH 


New Operation for the Treatment Hydronephrosis 
Association with Lower Polar (or Aberrant) 
Artery. Stewart, H.: Brit. Surg., 35: 51, 1947. 


Present operations for aberrant 
nephrosis are criticized for these disadvantages: in- 
farction the kidney the vessel large, loss 
kidney tissue, imperfect drainage with the risk 
persistent infection through drainage tubes, stenosis 
the ureter with fistula formation. The new opera- 
tion involves the moulding the kidney that the 
lower pole the aberrant artery upward into 
close proximity with the normal renal artery. hoop 
catgut tape, series sutures approximating the 
poles, and suture the overlapping kidney capsule 
retain the kidney its new shape. Eighteen cases 
have been thus operated upon over period ten 
years. one case the procedure was successfully 
out solitary kidney, and another was 
done during pregnancy. BURNS PLEWES 


Partial Gastrectomy for Simple Ulcer. Watson, B.: 
Brit. 34: 353, 1947. 


This review 132 cases lists detail the results 
enquiries gastro-intestinal upsets, test-meal acidity 
curves and especially patients who had under- 
gone gastrectomy for-ulcer over months previously. 
The mortality was about 9%. The operation was the 
Polya type. Generally, the results were 40% excellent, 
43% good, 11% improved, unimproved, recur- 
rences. The operation seemed worth while, but some 
found that fats disagreed with them. All recurrences 
were patients who had had 
anastomoses, and this agrees with the results other 
authorities. 

Many patients who have disagreeable post-cibal symp- 
toms soon after their operations, find that they disappear 
within weeks so. only were there severe 
symptoms and heaviness; had vomiting 
bile; had moderate fullness. The author believes 
that such symptoms are lessened the 
Hofmeister modification which half the cut end 
the stomach closed, leaving smaller stoma near the 
greater curvature. This lessens reflux into the afferent 
loop and jejunal dumping. acidity 
shown the test meal was always low but was higher 
when exclusion rather than duodenal transection 
beyond the was done. would seem wise re- 
move the ulcer whenever possible and this may ac- 
complished more frequently when long preoperative treat- 
ment carried out. Sometimes may wise 
gastrectomy first stage and then resection 
the pylorus and duodenum weeks later. 

gastrectomy, but not very frequent, and the response 
iron excellent. predisposing factor the tend- 
ency some patients remain their ulcer diet too 
long after operation. BURNS PLEWES 


Anatomical Study the Mechanics, Pathology, 
and Healing Fracture the Femoral Neck. 
Farkas, A., Wilson, and Hayner C.: Bone 
Joint Surg., 53, 


The authors have carried out extensive investi- 
gation fracture the femoral neck, including the 
anatomy, mechanics, and physiology the femoral 
neck. result of. their studies they have come 
the following conclusions: 
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The fast healing abduction fractures cannot 
explained solely the basis the angle between the 
fragments and the vertical plane, claimed 
Pauwels. Such fragments not become displaced, 
apart from the angle. also appears probable that 
the reason some fractures remain the state abduc- 
tion that the internal weight-bearing system does 
not permit further displacement. Not the angle 
separation, but the state the internal weight-bearing 
system, the chief factor. the cause the 
transformation the internal weight-bearing system 
into cortical bone the distal part the system, 
the work David Greig might referred to. 
cording this author: Restrict the blood supply and 
bone undergoes consolidation, increased density, osteo- 
One tempted assume that arterio- 
sclerosis the marrow vessels, decreasing the blood 
supply the structures depending upon them, may lead 
both the deterioration the laminar system and 
the deposition new cortical the marrow 
surface the cortical shell. Dissection and roent- 
analysis the upper portion the shaft 
and neck the femur revealed the presence 
highly independent laminar, bony system, from ten 
twelve centimetres long, which begins from two 
four centimetres below the lesser trochanter and ends 
fan-like fashion the cartilaginous plate the 
head. This proved the internal weight-bearing 
system the proximal portion the femur. This 
system undergoes slow resorption its distal portion 
after middle age, but never disappears; and the 
roentgenogram can seen throughout life from 
its distal its proximal end. Microscopically, con- 
sists great number lamine and bone cells, and 
rich endosteal lining. resembles the spongy 
lamine, the iliac bone—hence the speed with which 

Preceding adduction fractures, the internal weight- 
bearing system resorbed and replaced cortical 
bone its entire distal portion. Its proximal end 
remains spongy, with laminar character. The separa- 
tion the site where the spongy proximal 
portion begins and the distal cortical portion ends. 
abduction fractures, the internal weight-bearing system 
suffers only trauma, but otherwise healthy and 
strong. This explains the rapid healing such 
fractures. Guy Fisk 


Obstetrics and Gynecology 


The Human Conceptus During the First Two Weeks 
Gestation. Rock, and Hertig, T.: Am. 
Obst. Gyn., 55: 1948. 


Human ova obtained from unruptured follicles can 
fertilized the laboratory and cultured the three- 
stage. All such eggs, though normal appearance, 
are not equally susceptible fertilization. nature, 
human eggs are probably for not more than 
twelve hours. Spermatozoa are apparently capable 
fertilizing the egg for least forty-eight hours after 
ejaculation. The human egg reaches the eight cell stage 
three days after ovulation. The fertilized egg may 
have reached the uterus early the third day after 
ovulation. about the sixth day, blastocyst, com- 
prising three differentiated tissues, primitive trophoblast, 
ectoderm and endoderm, makes contact with and begins 
ingestion the maternal endometrium. 

When nine days old, i.e., during the tenth day 
development (on about the twenty-fourth day 
twenty-eight day cycle), the ovum has become interstitial 
the endometrium and has average diameter 
about one-half millimetre. The embryonic disc, com- 
prising ectoderm and endoderm well defined. The 
amnion formation. The larger part the tropho- 
blast consists syncytium which have appeared many 
communicating lacune. Entrance has already been made 
the into maternal sinusoid, thus permit- 
ting maternal blood flood the lacunar system. When 
twelve days old, the conceptus almost one millimetre 


diameter, the embryo itself about one-tenth wide, 
and lies about five times bigger than itself. 
This extraembryonic celom lined network 
fifth tissue, derived from the the extra- 
mesoblast mesoderm (not confused 
with the actual mesoderm the embryo which appears 
later). 


the fourteenth day, the amniotic sac has covered the 
ectoderm. The mesoblast has formed many extensions 
from the into the cytotrophoblastic mass, and has 
stretched the proportionately diminishing 
trophoblast into thin covering layer that then lines 
the these papillary outgrowths, the extra- 
embryonic mesoderm extends form supporting struc- 
ture, maternal blood fills the lacunar spaces. Endodermal 
cells have proliferated form the definitive yolk sac. 
The conceptus after fixation from two three milli- 
metres diameter. the sixteenth day, branched villi 
mature appearance, but without completed vascular 
structure, are formed. The primitive streak appears 
the ventral surface the ectoderm. 


Forty-seven per cent embryos are abnormal 
either trophoblastic dermal tissue both. Two 
the imbedded specimens lack the embryonic dise inner 
cell mass. 122 uteri proved fertile women, 104 
whom had ovulated and been exposed pregnancy dur- 
ing the ovulation phase, only conceptuses were found. 
Assuming none was missed, this gives fertility index 
only 25%. Ovulation well authenticated cases 
occurred about the fourteenth day before the expected 
onset menstruation. Ross MITCHELL 


Culdoscopy, Useful Procedure. TeLinde, 
and Rutledge, F.: Am. Obst. Gyn., 109, 


The instrument used with the patient the 
knee-chest position with without anesthesia. The 
greatest indication gain more information 
eases which the history and/or pelvic examination 
suggest tubal pregnancy. Other indications are lower 
abdominal pain which atypical character and 
which not satisfactorily explained the usual 
other physical examination, severe 
dysmenorrhea, the differential diagnosis between sal- 
pingitis and endometriosis between very early acute 
salpingitis and acute appendicitis, ovarian enlargement 
lesser degree, certain endocrine disturbances and 
investigating sterilitv. The chief contraindication 
Other contraindications are much contracted senile 
vagina, vaginitis, and serious illness, especially with 
decompensation. 

The authors’ experience series cases 
which examination was done leads them 
conclude that valuable adjunct the more 
usual gynecological procedures. They predict that 
will used with increasing frequency most 

Ross MITCHELL 


Neurology 


Penicillin Treatment Neurosyphilis. Dattner, D., 
Kaufman, and Thomas, W.: Arch. Neurol. 
Psychiat., 426, 1947. 


proper evaluation the spinal fluid findings 
neurosyphilis requires (1) cell count; (2) determina- 
tion the total protein content; (3) specific test for 
syphilis, and (4) the colloidal gold test. The cell count 
affords the most valuable information the activity 
the syphilitic infection the central nervous system. 
active process. The authors base this their experi- 


ence the Bellevue Hospital, where each year they made 
from three thousand four thousand examinations 
cerebrospinal fluid, well reports from other in- 
vestigators this field. 

increase total protein may indicate activity 
the infection, may the colloidal gold test. The 
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test determines the specificity the process. keratosis and senile keratosis given detail. One 


They found that, after successful fever therapy, the 
first the abnormalities the spinal fluid become 
normal was the cell count. The protein values, the 
readings the colloidal gold test and the titres 
quantitative Wassermann tests decrease gradually, usu- 
ally the order given. some cases, five more 
years passed before the Wassermann reaction became 
completely negative. 

The purpose this paper was report their experi- 
ences with penicillin the treatment neurosyphilis. 
They found penicillin surprisingly effective therapeutic 
weapon this disease. Not only has proved effec- 
tive malaria, but also has the great advantage 
being much less dangerous the patient. Clinical im- 
provement all groups, including patients with dementia 
paralytica, compared favourably with that following 
malaria therapy and was believed that penicillin would 
ultimately replace fever therapy. One hundred and 
fifty-one patients with active neurosyphilis were treated 
exclusively. with intramuscular injections penicillin 
every three hours, the dose and length therapy being 
varied. One hundred and thirty-five patients 
responded satisfactorily; 100 these were followed for 
months more. The longest period observation 
was months. The optimum dose penicillin yet 
established, but from their experience, they finally 
adopted schedule 40,000 units injected intramuscu- 
larly every three hours for 150 doses, total 6,000,000 
units. PRESTON 


Dermatology 


Acrodermatitis Pustulosa Perstans (So-called Pustular 
Psoriasis). Sachs, W., MacKee, and Roth- 
stein, J.: Arch. Dermat. Syph., 56: 766, 1947. 


dry eruption palmar and plantar sur- 
faces, showing predilection for the thenar areas and 
the skin under the longitudinal arch not uncommon 
and there has been considerable discussion over its 
nosological position. The primary lesion character- 
istically pustular, although the beginning 
exacerbation vesicles may appear. usually persists 
for years with spontaneous remissions and exacerba- 
tions, and spontaneous permanent recovery may take 
place. Although the contents the pustules are 
normally sterile, and although psoriasis practically 
never seen other parts, two names commonly ap- 
plied the disease are pustular bacterid and pustular 
psoriasis. The researches Sachs and his co-workers 
this and papers previously published fail produce 
histological chemical evidence supporting the views 
its etiology implied these names. Topical 
remedies containing coal tar have been more 
less benefit some the cases reported the 
paper here abstracted. None the patients had 
clinical findings psoriasis and the histo- 
legical picture which the same each showed 
clinico-pathological entity unknown etiology 
for which the name acrodermatitis pustulosa perstans 


Skin Problems the Aged (Geriatrics). 
Ass., 135: 831, 1947. 


Senile changes the skin may begin any time after 
the age 30; senile atrophy has often been seen 
50, and often has not yet appeared. The 
changes are identical with those seen 
xeroderma pigmentosum and chronic radiodermatitis. 
Some diseases peculiar the senile skin, such the 
angiomata called senile ectasia varices and verruca 
senilis (seborrheic keratosis) require treatment only 
for cosmetic reasons. Others, notably senile keratosis 
and leukoplakias buccal genital mucosa, those 
complicating kraurosis vulve may precursors 
and their treatment prophylactic measure. 
The distinguishing clinical features 


Ormsby, 


the most conspicuous distinctions between these 
preference the part the former for covered 
surfaces, especially ventral and dorsal surfaces the 
trunk, while senile keratosis appears chiefly the 
frontal region, cheeks, ears, sides the neck and 
backs the hands. Such conditions senile atrophy, 
senile alopecia and canities are not remediable, al- 
though the progress atrophy may delayed 
massage, oil inunctions, bran baths and cod liver oil 
internally. Senile pruritus, probably due degenera- 
tive and atrophic changes the skin, may also due 
lymphoma blood and may serious 
according degree which sleep and rest are 
disturbed. dermatitis many cases may 
have demonstrable etiologic factor. Some cases may 
due lymphoma heavy metal poisoning, while 
others more eczematoid character may have nu- 
tritional basis. the cases quinine large 
doses extolled, while high protein diet, protein 
hydrolysates, vitamin (and the dry hyperkeratotic 
skin vitamin are recommended. con- 
sideration given also kraurosis and cancer 
skin and mucous membranes, and simple but 
ous therapy described for the diseases which are 


Acne Rosacea. Vitamin Complex 
Tulipan, L.: Arch. Dermat. Syph., 56: 589, 1947. 


Many causal factors have been advanced for rosacea. 
They include alcoholism, pelvic congestion, menopausal 
flushing, vasomotor disturbances the ‘‘male climac- 
teric’’, gastro-intestinal disorders, focal infection, 
disturbances, vaso-motor neuroses, exposure 
the elements and addiction pastry. Tulipan believes 
that these may exciting underlying factors, but 
most not all rosacea due complex deficiency. 
This deficiency, prevalent would account 
for the prevalent lay conception which attributes the dis- 
ease alcoholic addiction, whereas alcoholism only 
indirect cause. The author, treating series 
patients over 8-year period, who presented rosacea 
all degrees severity including such complications 
rhinophyma and corneal ulceration, has adopted 
routine with which has achieved results superior 
any his former experience with other methods. 
prescribes diet rich vitamins, supplemented 
brewers’ yeast fairly high dosage, and iron. ex- 
cludes iodines (including iodized salt) and bromides 
from the ingesta, but found avoidance the usually 
proscribed dietary items, and the use 
acid little therapeutic value. Roentgen 
therapy limited value and used only the 
presence special indications. CLEVELAND 


Bistrimate (Sodium Bismuth Triglycollamate) Admin- 
istered Mouth the Treatment Chronic 
Discoid Lupus Erythematosus. Sawicky, H.: 
Invest. Dermat., 159, 1947. 


The value bismuth the treatment chronic 
lupus erythematosus well established, and the study 
use the form bistrimate was undertaken be- 
therapeutic efficiency and relatively 
low toxicity the latter drug. was administered 
three times daily after meals tablets which contained 
410 mgm., equivalent mgm. metallic bismuth, 
one for the first three days and double this dose there- 
after. Thirty unselected cases lupus erythematosus 
were treated for periods ranging from weeks. 
Twenty-two the cases who had had the for 
months longer had previously been treated with 
bismuth oil, giving equivocal results. Five cases 
with the disease for less than months gave results rated 
the remaining 22, had ‘‘good’’ ‘‘excellent’’ 
results. One subacute disseminated case was treated with 


improvement and relapsed when discontinuation was 
necessary account development stomatitis and 
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severe trigeminal neuralgia. With the exception one 
other severe toxic reaction the same type, other 
reactions severe enough necessitate discontinuance 
treatment were observed. CLEVELAND 


Pathology 


Primary Atypical Pneumonia. Parker, Jr., Jolliffe,. 


and Finland, M.: Arch. Path., 44; 581, 1947. 


This detailed clinical and pathological report 
the findings cases primary atypical pneu- 
monia which came autopsy. Cases severe enough 
cause death are rare, which aceounts for the 
paucity such reports the literature. Clinically, 
the onset was marked coryza and symptoms 
upper respiratory infection with general malaise 
sudden chills. These were followed cough, 
mucoid blood-streaked sputum, pain the chest, 
dyspnea, cyanosis, and, terminally, stupour delirium. 
Physical signs were not prominent but radiologically 
the picture was that confluent, soft shadows vary- 
ing distribution. Cold agglutinins were demon- 
strated the blood all cases which they 
were sought and psittacosis complement fixation test 
was positive one. Leukopenia was present 
but the average level was above 11,000. Strep- 
with alpha and Staph. were 
cultured cases from the sputum. All were treated 
with sulfonamides without effect. Associated complica- 
tions included erythema multiforme and hemolytic 
anemia cases each and mitral stenosis one. 
The interval from onset death varied from 
days. 

autopsy, the lungs were much heavier than usual 
and had areas consolidation which varied extent 
but were similar appearance. The affected areas 
were red colour dotted with miliary nodules, 
grey yellow colour, 2.5 mm. diameter, 
which could seen through the pleura and the 
cut surface imparting feeling granularity the 
lung. The bronchi were slightly hyperemic. Micro- 
the alveolar walls the affected areas 
showed swelling and proliferation the lining cells 
with exudate the lumina consisting desqua- 
mated alveolar lining cells, large mononuclear phago- 
cytes, occasional plasma cells and red cells with some 
fluid. There was also interstitial infiltration 
the alveolar and bronchial walls plasma cells and 
few lymphocytes. Some alveoli within the affected 
areas were free from exudate. Lesions other organs 
included only minute focal necroses the liver and 
small perivascular hemorrhages with glial reaction 
the brain one case. 


Sensory Nerves the Human Heart. Hirsch, F., 
and Orme, F.: Arch. Path., 44: 325, 1947. 


The authors have taken blocks tissue from the heart 
one infant and three adults. The infant tissue in- 
cluded portions the left auricle and left ventricle 
while the adult tissues were from the left ventricle along 
the course the anterior descending branch the left 
coronary artery. Sections were made from tissues fixed 
various ways and stained variety methods. 
Careful study these sections showed that sensory fibres 
are distributed along the coronary arteries and their myo- 
branches. The terminal divisions were without 
myelin sheaths and some filaments extended directly into 
the walls the arteries. These sensory fibres were 
interpreted being the anatomic pathway which 
painful sensations arising the heart are transmitted 
the central nervous system. Since the fibres are 
distributed along and the wall the coronary arteries, 
was concluded that the heart the painful stimuli 
arise and around the coronary arteries rather than 
the muscle tissues. This 
strengthened reference the work Gorham who 
produced cardiac pain dogs making tension the 
coronary arteries without producing ischemia. Other 


evidence was derived from the fact that occlusion the 
lumen normal peripheral artery associated with 
pain and that when the obstruction was sudden the pain 
was severe the site obstruction. The pain asso- 
ciated with the tearing the tissues aneurysm 
was cited further evidence although clinical observa- 
tion. The authors feel that the common pattern 
distribution sensory nerves both the coronary and 
peripheral arteries provides common anatomic basis 
for the reception pain sensations aroused com- 
parable conditions all arteries the body. 

KIPKIE 


Industrial Medicine 


Medical Survey the Bituminous-Coal Industry. 
Am. Ass., 134: No. 537, 1947. 


This medical survey was carried out under the terms 
the National Bituminous Coal Mine Agreement 
May, 1946, between the Secretary the Interior, acting 
Coal Mines Administrator, and the President the 
United Mine Workers America. was the first 
nationwide medical survey industry conducted 
under government auspices. Its purpose was deter- 
mine the character and scope improvement which 
should made provide the mine workers the 
nation with medical, housing, and sanitary facilities con- 
forming recognized American standards. Under Rear 
Admiral Joel Boone (M.C.), U.S. Navy, 
quarters staff advisers special matters, and field 
staff made teams, conducted the investigation. 
Each team contained medical officer, engineer officer, 
welfare and recreation officer and clerical aide. 
The survey was confined mines, located the 
leading bituminous coal producing states. Ques- 
tionnaires were sent other mining companies and 
the information received was used verify and cor- 
roborate that; obtained the field teams. 


the report the findings the field teams together 
with certain specific recommendations are presented under 
the following headings: housing and sanitary facilities; 
public health; industrial medicine; general medical 
services; hospitalization; hospital facilities; and, off-the- 
job living. Interpretation the indicates 
need for reform. Although was found that the 
ing community’’ neither better nor worse than com- 
munities which many other segments the working 
population live, was felt that the health and welfare 
the miners would definitely improved applying 
the accepted standards industrial medicine the 
bituminous coal industry. Improvement can come about 
only through the co-operation labour, management, 
the medical profession and the community itself. 


MARGARET WILTON 


Some Possibilities the Prevention Disorders 
the Skin. Russell, B.: Roy. Inst. Pub. Health 
Hyg., 10: No. 191, 1947. 


Figures obtained the London Hospital 1945 
indicate that hospital out-patient practice, more 
than one eight all new patients, and more than 
one seven all attendances, suffering from 
skin disorder. These disorders are rarely fatal but 
are the cause much suffering and mental distress 
and result loss industy many man-hours. 
view this, the problem their preventive 
aspects important one. this article before 
classifying skin disorders few major groups the 
author explains the several etiological factors which 
may react patient produce dermatosis—the 
réle inherited abnormality, and certain 
psycho-physical constitutional types, 
Secondary infection also important. The 
two main groups dermatoses are: (1) skin diseases 
with specific changes from cause and (2) 
skin reactions different types the same irritant, 
depending the personality type the patient. 
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The author classifies etiologically the 7,149 new 
skin cases attending the London Hospital 1946, 
giving the percentage for the different major groups. 
connection with each discusses considerable 
detail, the incidence, the general medical aspects and 
the remedial measures, also indicating the relation 
between the various disorders and the patient’s life 
and environment. The groups discussed are the fol- 
lowing: psychosomatic diseases; diseases due animal 
parasites; diseases due coccal infections; epidermal 
and dermal hypersensitivity; diseases due virus in- 
fections; contact dermatitis; diseases due vegetable 
parasites; psoriasis, lichen planus and pityriasis rosea; 
diseases due endocrine imbalance; moles and nevi; 
bacterides and toxic erythemata; malignant new 
growths; circulatory disorders; benign new growths; 
tuberculosis; syphilis; primary nutritional defects; and 
other conditions, inherited and acquired, skin ap- 
pendages and adjoining MARGARET WILTON 


OBITUARIES 


Dr. Betty Ruth Aiken (née Etheridge) died 
Pincher Creek, Alberta, February 22, 1948, the 
age 38. She was born Ontario October 16, 
1909, and was educated St. Thomas and London, 
Ontario. Dr, Aiken graduated medicine 1932 from 
the University Western Ontario and was with Ontario 
hospitals from 1932 1936. June, 1936, she was 
married Dr. Joseph Aiken and was associated 
practice with her husband Ontario and Luscar, Alberta. 
Until shortly before her death, Dr. Aiken practised 
Waterton Park, Alberta. 


Dr. Claude Armstrong, well-known Warkworth 
physician died February 

was native Deseronto and practised his pro- 
fession the Warkworth district for forty years. Sur- 
viving are his widow, one daughter and one son. 


Dr. Bicknell died January Detroit. 
While still medical student enlisted for service over- 
seas World War with No. Field Ambulance. 
Faithfully, year after year, has attended the reunions 
the 5th Field Ambulance Overseas Association held 
alternately Hamilton and Toronto and otherwise has 
actively supported the organization. 

graduated medicine from the University 
Toronto. 


Dr. Samuel James Elkin, the class 1894, one 
the oldest graduates Manitoba Medical College, 
died the Winnipeg General Hospital February 
after long illness. Born Leitrem House, Moiville, 
Ireland, Dr. Elkin came Canada about sixty years 
ago. After graduation practised for few years 
Emerson, Manitoba, before moving Winnipeg. 
For several years lectured surgical anatomy. 
was member the Motor Country Club, Northern 
Light Masonie Lodge, and the Granite Curling rink. 
survived his widow and one son and one 
daughter. 


Joseph Garon est décédé Drummondville 
février ans, aprés une longue maladie. 
Natif des Trois-Pistoles (Témiscouata), avait fait 
Laval Québee. vint s’établir Drummondville 
1915 toujours demeuré depuis. était 
membre aux dégrés des Chevaliers Colomb 
fut ancien Grand Chevalier Conseil local, 
médicale, fut coroner district 1934 1938. 
Elu maire Drummondville 1942, demeura 
fin janvier dernier, alors que son état 


longue carriére, aurait mis monde, d’aprés son 
propre témoignage, plus vingt mille enfants, 
qui constitue peut-étre record dans nos annales 
médicales. laisse deux fils deux filles. 


Dr. William Glaister, aged 81, died February 18. 
Born Wellesley, graduated 1894 from Trinity 
College Medical School, Toronto. was the gold 
medallist his year. Dr. Glaister had practised 
Wellesley for over years and was well known that 
district. survived his widow, two daughters, 
brother and sister. 


Dr. Fraser Gurd died suddenly train trip 
February 22. Born Montreal 1884 and gradu- 
ate McGill University, Dr. Gurd obtained his M.D., 
C.M. 1906. Following period internship the 
Montreal General Hospital, studied for year 
Europe. his return, was appointed assistant 
pathologist Tulane University New Orleans. 
returned Montreal 1910. During the First World 
War, Dr. Gurd was attached the Royal Army Medical 
Corps major and for short period served with the 
Army Tetanus Commission, assistant Sir Robert 
Jones. his return Canada the cessation 
hostilities, practised privately and for time was 
assistant professor surgery McGill University, and 
attached the Montreal General Hospital. was ap- 
pointed surgeon the Western Division the Montreal 
General Hospital 1924. 1947 was appointed 


surgeon chief the hospital and professor surgery 


McGill University. 

Dr. Gurd belonged the following societies: Ameri- 
ean Association for Surgery; American Asso- 
ciation Bacteriology and Pathology; American Asso- 
ciation for the Advancement Science; American 
Association Tropical Medicine; Montreal Medico- 
Chirurgical Society; Canadian Medical Association and 
the Canadian Association Clinical Surgeons. was 
also Fellow the Royal College Physicians and 
Surgeons Canada, and the American College 
Surgeons, and past member the American Society 
Bacteriologists. 

was also member and former president the 
American Association for the Surgery Trauma and 
member and former vice-president the American Asso- 
ciation for Thoracic Surgery. Active also organiza- 
tional work, Dr. Gurd was tower strength hospi- 
tal counsels the Montreal General Hospital and the 
Women’s General (now the Herbert Reddy Memorial). 
had kept his interest all phases surgical work 
and significant that his death should come 
attended the fifth annual assembly the Central Surgi- 
cal Association. Concluding his work there, had 
stayed over another day Chicago attend meeting 
the Board Regents the American College Sur- 
geons, which was member. 

Predeceased only recently his wife, Dr. Gurd 
survived two sons, daughter, brother and six 
grandchildren. 


William Fawcett M.D., 
his 83rd year. leading figure Montreal medical circles 
during his practising years, Dr. Hamilton was born 
Baie Verte, N.B. was educated Fredericton 
Normal School and University from which 
graduated 1891 with the degrees M.D., C.M. 
interned the Montreal General Hospital and was medi- 
cal superintendent there from 1892 1894. did post- 
graduate work Vienna, Prague, Munich and London 
and 1895 was appointed assistant physician the 
Royal Victoria Hospital. Later was appointed phy- 
sician and still later chairman the medical board. 
filled the latter position for many years retiring 
1937. was appointed the teaching staff 
University 1904 and was made full professor 
1925. 1932 was appointed emeritus professor. 
acted residence physician the Royal Victoria Col- 
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lege and the United Theological College for many years. 
From 1916 1937 was associated with the Sun Life 
Assurance Company Canada consulting medical 
referee and during the recent war years came out 
retirement act again for the company the same 
capacity. was member the Canadian Medical 
Association, the Montreal Society 
and the British Medical Association and Fellow 
the Royal College Physicians (C) and the American 
College Physicians. 

His wife predeceased him and survived two 
sons and three daughters. 


Dr. Edward Hoare, aged 38, member the 
Williams died February had been 
failing health for some time. Dr. Hoare was born 
London, England, and came Canada his in- 
fancy, receiving his early education Calgary. 
graduated medicine from the University Alberta 
1936 and from 1936 1938 interned Holy Cross 
Hospital, Calgary, and the University Alberta Hos- 
pital Edmonton. survived his father, his 
widow and two daughters, and one brother. 


Dr. Harry Percival Hudson died March his 
home Aylmer, Que., after brief illness. would 
have celebrated his 74th birthday March 30. 

Dr. Hudson was born Old Chelsea. received 
his Old Chelsea and Lisgar Collegiate. 
studied medicine McGill University and gradu- 
ated 1898. Dr. Hudson was member the 
Academy Medicine Ottawa and the Medical 
Chirurgical Society Montreal. also belonged 
King Solomon Lodge, A.F. and A.M. was made 
life member our Association 1947. was 
member the Aylmer High School Board for many 
years and was chairman for years. attended 
Aylmer United Church and various times during his 
membership held nearly every office the church. 
survived his widow, sons, and daughter 
and grandchildren. 


Dr. Patrick Leacy died suddenly his residence 
Capreol February his 64th year. Dr. Leacy 
had practised medicine and surgery for the last 
years Capreol, his practice extending many 
the outlying areas. Born Lanark, Ont., received 
his early education the Lanark School. 
took four-year pre-medical course Ottawa Uni- 
versity. then attended Queen’s University, gradu- 
ating from there medicine 1916. Following 
year’s internship the Ottawa General Hospital, 
enlisted the Royal Canadian Army Medical Corps, 
and served overseas until the end the First Great 
War. Upon receiving his discharge England, 
entered Edinburgh University for postgraduate 
course medicine and was honoured being made 
F.R.C.S. his return Canada 1921, came 
directly Capreol where established his medical 
practice. his earlier years was active the 
Liberal party. was member the Capreol branch 
the Canadian Legion, the Sudbury District Medical 
Association, and was devout member The Church 
Our Lady Peace. Surviving besides his widow 
are three brothers and two sisters. 


Dr. Andrew McGavin died Kane, Man., aged 
72, while his way from Carman conduct 
inquest into fatal shooting robber 
the morning February The car which was 
driving company with R.C.M.P. constable and 
undertaker was reported have been stuck 
snowdrift short-time before, and the weather was 
very cold. Dr. graduated from Manitoba 
Medical College 1909, and practised for many years 
Carman where was held high respect. 


Douglas Gordon M.B. The sudden and 


February 1948, came great shock the 
profession Hamilton and indeed the whole 
Dominion, the Hamilton public, and wide 
friends and associates freemasonry 
throughout Canada and the United States. Dr. Me- 
Ilwraith was not only wise and able physician 
more than forty years’ experience, loved his pa- 
tients, but well outstanding citizen his city 
and Dominion. was devoutly religious member 
the Presbyterian Church, and was one the most 
brilliant exponents the principles and ritual 
freemasonry. was widely known over two con- 
tinents the Sovereign Grand Commander for the 
Dominion Canada the Ancient and 
Scottish Rite. 

was born Hamilton 1879. Educated 
its schools and the Central Collegiate Institute, 
attended the University Toronto, and graduated 
Medicine 1901, medallist. After one and 
half years’ internship, practised Binbrook, near 
his native city, for seven years. Removing Hamilton 
1909, joined the Medical Staff the Hamilton 
General Hospital, and was, from 1915 1940, Chief 
its Obstetrical Service. was member the 
Medical Board the Hospital, since the Board’s in- 
ception, and was its Chairman 1939 and 1940. For 
the greater part his period service, was 
lecturer the nurses obstetrics. For nearly 
years, was Associate Coroner for the city and 
county. His ability medical witness was excep- 
tional. And, throughout all the practice, 
was outstanding family physician the highest 
type. Few practitioners anywhere have deservedly 
enjoyed such degree the confidence and affection 
patients. loved and adorned his profession; 
his patients loved and trusted him. 

was devout Christian gentleman, life-long 
member McNab Street Presbyterian 
Hamilton. There, was christened; there, served 
his church many and great capacities; there, 
was one the most regular attendants, and from 
there was buried. The church was filled over- 
flowing his obsequies. lived his religion. Next 
his church and his profession, freemasonry filled 
great part his life. was initiated Harmony 
Lodge, Binbrook, 1903, and was its Worshipful 
Master 1906. was received into the Ancient 
and Accepted Scottish Rite 1909, and given his 
32nd degree 1914. became 33rd degree Mason 
1925. most the important offices 
the Rite and 1942, was elected Sovereign Grand 
Commander its Supreme Council the Dominion 
Canada. His work was brilliant, and was 
known for its excellence throughout Canada, United 
States and Engand. may said that he, both 
the character this work and his daily life, was 
the personification the ideal Mason. lived the 
principles Masonry. 

lived full and remarkably useful life. His 
intellectual endowments would have made him success- 
ful almost any line human endeavour. was 
good classical scholar and constant reader the 
best literature. His broad views, his innate love 
and understanding human nature, his capacity for 
friendship, his great experience, and his balanced 
judgment were the service patient, friend and 
associate. was stranger leisure, and what 
leisure had liked spend with his family. Sur- 
viving are his widow, three married and 
married daughters. 

Dr. has passed the height his 
busy and useful career physician and citizen. 
But has left behind him structure not built with 
hands, but the hearts and minds and characters 
thousands his fellow men, his own city and 
elsewhere. may just truly said him 
Sir Christopher Wren, buried St. Paul’s Cathedral, 
London— 

his monument you seek, look around 


| 
| 
| 
| 
4 
4) 


Dr. James McLeod, resident Regina for 
years, died February 24, the age 83. James 
graduated from 1898. After graduation 
was general practice Wallace, N.S., for five years, 
going then Europe take postgraduate work eye, 
ear, nose and throat ailments. 1905 opened the 
first eye, ear, nose and throat practice Regina where 
practised until his retirement 1945. Besides his 
widow, Dr. McLeod survived one son and three 
daughters, 


Dr. James Wright Mustard, aged 87, died recently 
Chatham, Ont. Former city analyst had resided 
Chatham since 1907. native Ashworth, Ont., 
attended Uxbridge high school and graduated arts 
from the University Toronto 1882 and received his 
degree medicine four years later. served the 
Riel rebellion 1885 with the Red Cross Ambulance 
Corps. 1887 was appointed medical health officér 
Franklin, Mich. Later practised Harperfield, 
Ohio, and 1895 became assistant professor medical 
chemistry Wooster University, Cleveland. Dr. 
Mustard was member the Kent Historical Society 
and his book, contains much original in- 
formation about the early history the county. 


Dr. Fred Ripley, aged 65, Winnipeg, died 
February 16, 1948 St. Hospital. 
England, received his medical training there, coming 
Winnipeg years ago. was member the 
Naturopathic Association. Dr. Ripley survived his 
widow, two sons and three daughters. 


Dr. John Robertson, aged 66, died his home 
Belleville, January 31, following heart attack. 
graduated from Queen’s University medicine 1903. 

From 1905 1917 practised Tweed then came 
Belleville. served the R.C.A.M.C. the First 
World War. was Fellow the American College 
Surgeons and member the Ontario Medical Asso- 
ciation and the Canadian Medical Association, 

Surviving are one daughter, one son, one sister and 
one brother. 


Dr. William Saunders, Calgary, whose death 
was announced last month was born and lived his early 
life Woodstock, N.B. started his medical educa- 
tion McGill University where graduated 1902. 
After graduation, practised the United States, 
State Maine, and from there moved Calgary. 
did locum tenens work with Dr. Mewburn, Lethbridge, 
Dr. Kennedy, McLeod and Dr. Brett, Banff. This 
wonderful association left its imprint him. 1916 
became associated with Drs. Mackid and Maclaren, 
where remained until his death December 30, 1947. 
During those years endeared himself very large 
through both his knowledge medicine and 
human nature. was outstanding member that 
class medical men which, the detriment the 
public, passing out, the family doctor; the man that 
modern medicine breaking form specialists. One 
and all, medical men and the laity, matter what their 
walk life, found Dr. Saunders man who added 
something their life. 


Dr. Charles Blair Stone, Arcola, Sask., died 
December 1947, the age 70. graduated 
from Trinity College 1903 and registered with the 
Northwest Territories 1906. 1946 was honoured 
the College Physicians and Surgeons Saskatche- 
wan with Senior Life Membership. 


Dr. Catherine Travis, Hampton, N.B., died 
St. Joseph’s Hospital February 13. Following 
outstanding scholastic career she graduated from Me- 
Gill University with B.A. degree and afterward 
received her M.D. from Johns Hopkins Hospital 
Baltimore, Md. Dr. Travis afterward practised medi- 
cine New Britain, Conn., for years, and during 


the First Great War saw service Serbia, Bulgaria, 
and Russia. her return Saint John she was 
accorded public the mayor, the Red 
Cross and while route her home 
Hampton. For many years she was medical mis- 
sionary China, sent out the Women’s Auxiliary 
the Missionary Auxiliary the Church England 
Canada. For year after her arrival there she 
was located Peking, where she studied the Chinese 
language, afterward taking charge large and 
well-equipped modern hospital Kweitch, Honan, 
where she laboured until her retirement several years 
ago. 

After her retirement Dr. Travis took residence 
the family home Hampton with her sister, the 
late Miss Minnie Travis, and has since devoted her 
time and talents every good work the com- 
munity which, she lived. Dr. Travis was devoted 
member the England, and spent much 
her time furthering the work the organiza- 
tions that church the parish Hampton. She 
was especially interested the work Miss Eva 
Hasell and her Sunday School post and caravan, 
and contributed generously that undertaking. Dur- 
ing the Second Great War Dr. Travis was valued 
member the Hampton War Guild and the Hampton 
Red Cross, and worked untiringly wherever her un- 
selfish services would benefit. addition 
wide circle friends, she will missed many 
needy families whom she befriended. 


NEWS ITEMS 


Alberta 


The January number the Alberta Medical Bulletin 
has been released from the press and contains all the 
papers presented the last annual Provincial Associa- 
tion Meeting. Being the Recent Advances Medical 
Practice, hoped that this issue will serve good 
reference for, least, few years come. 


the recent Academy Medicine Edmonton, 
March Dr. Wheeler gave his experiences 
prisoner war Japan for three and half years. 
This was most interesting review his time 
P.O.W. 


Dr. Day Nordegg leaving for two-year 
postgraduate course orthopedic surgery England. 


wish extend our congratulations Dr. Morton 
Hall, Jr., Edmonton obtaining his Fellowship 
the Royal College Surgeons England. Dr. Hall 
continuing his postgraduate work England before 
returning Canada. 


Dr. Geissinger recently associated with the 
D.V.A. has opened his offices the Birks Building 
Edmonton, WHITESIDE 


British Columbia 


The 36th annual meeting the Canadian Public 
Health Association will held Vancouver from May 
20, under the chairmanship its president, Dr. 
Amyot, Deputy Minister Health for British 
Columbia. The state Washington Public Health Asso- 
ciation will co-host. Some 600 delegates from all over 
North America are expected attend. 


Dr. Frank Smith, Director the Associated 
Medical Care Plans, and Dr. Leitch, Trustee the 
Oregon Physicians’ himself general practi- 
tioner, recently met the B.C. Branch the C.M.A. Com- 
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Leeson Vancouver the president. The question 
drawing central charter was discussed, and the 
Blue Cross Society and the B.C.M.A.’s Committee 
Economics also took part the proceedings. 


Several the so-called Health and Accident Assur- 
ance Associations’’ which have been operating B.C. 
have suspended operations, following very thorough 
investigation the Hon. Gordon Wismer, Attorney- 
General B.C. These bodies are mostly quite unsound 
from actuarial standpoint, and many them are 
deeply debt. expected that others will have 
close up. There has been very large membership 
these societies, and undoubtedly there will many re- 
part the government. 


The Outpatient Clinic the Vancouver General Hos- 
pital has recently inaugurated Chiropody Clinic. This 
has been made possible the generosity and public 
spirit the Chiropodists’ Association B.C., whose 
members have, between them, paid the entire cost 
equipment and remodelling the quarters assigned 
them—at cost some twelve hundred dollars. 
felt that this clinic, other large hospitals where 
such clinics have been operating for years, will 
great value cases metabolic and vascular disease, 
and otherwise. 


The recent death Dr. Charles Kingston 
Grand Forks, B.C., the age eighty, signalizes the 
passing one our pioneer doctors. practised 
Grand Forks for over forty years, and built and operated 
the Grand Forks Hospital. served his Province 
M.L.A. for his district 1928. will keenly 
missed, 


Dr. Gibson, graduate U.B.C. prior his 
medical training, has been appointed the Faculty 
Medicine the University Sydney Australia. 
will lecture neuropathology, and concerned medi- 
eal 


course for general practitioners con- 
ducted the staff Shaughnessy Hospital, was largely 
attended members the profession, and has aroused 
keen interest. lasted from March 12, and in- 
cluded clinical and presentations. 


The newly formed B.C. Surgical 
annual scientific session March and 19, Dr. 
Janes, Professor Surgery, University Toronto, was 
guest speaker, and the meetings were open the pro- 
fession large. admirable program was presented. 


Manitoba 


The annual meeting the honorary attending staff 
the Winnipeg General was held 
February with Dr. MacCharles the chair. 
was announced that Drs. Gordon Chown, 
Campbell and Gordon Fahrni had been appointed 
the honorary consulting staff, and that Drs. 
Beamish (temp.), has been appointed assistant physi- 
cians, and Dr. Pickard assistant surgeon for 
plastic surgery. department research has been 
created with Dr. Jos. Doupe, director, Prof. 
Thompson, Drs. Perry, Blanchaer and 
Pickard. was announced that memory the 
late Dr. Neil John Maclean, Dr. Thorlakson 
has offered research prize $100 annually 
and parchment suitably engraved for thesis em- 
bodying the results original observations. This 
competition open senior interns and resident 
fellows the hospital. Dr. Adamson, head 


the department medicine stated that the number 
patients the public wards had decreased since 1940 
45%, and that the average age these patients 
had increased that now 68% were fifty years 
over. 


The annual meeting the Sanatorium Board 
Manitoba was held the Central Tuberculosis Clinic, 
Winnipeg, February 27. The Board administers 
five hospitals, three for the Dominion Government 
Department National Health and Welfare and two 
for the Manitoba Department Health and Public 
Welfare. addition representatives St. Boniface 
Sanatorium and King Edward Hospital the City 
Winnipeg are members the Board. The death 
rate from tuberculosis Manitoba for 1947 was the 
lowest ever recorded the: province, 36.7 per 100,000 
for whites and Indians combined and 21.9 for white 
people alone. Manitoba there are now three hos- 
pitals for tuberculous Indians and these are admin- 
istered the Board. 1947 the areas rural 
Manitoba not covered 1946 were surveyed, 260,298 
persons being x-rayed, and the present time 
survey Greater Winnipeg being made. These 
surveys indicate the need for greater number 
beds for the cases discovered. Negotiations are under 
way have block beds King George Hospital, 
Winnipeg, set aside for tuberculosis. The Central 
Tuberculosis overcrowded. The Associated 
Commercial Travelers Manitoba 1947 raised 
$48,000 for the prevention tuberculosis, and all 
have raised over $83,000. B.C.G. vaccination carried 
out among general hospital nurses, interns and other 
personnel. 1,043 new diagnoses tuberculosis 
1947, 26% were credited practising physicians and 
74% other agencies, chiefly surveys. Those diag- 
nosed practising physicians were 20% well ad- 
vanced, while the surveys the proportion was only 
4%. These figures indicate that patients seek advice 
only when symptoms are well marked, 
surveys reach apparently healthy persons. treat- 
ment the established methods still are indicated, 
though streptomycin has proved valuable some cases 
acute miliary tuberculosis and tuberculous menin- 
Pneumoperitoneum being used more, espe- 
cially Indians whose advanced stage the disease 
does not permit surgical collapse the lungs. 
recommendation made was that honorary patho- 
logist appointed with view later having 
full-time part-time pathologist serve the institu- 
tions the Board. 


meeting the Medical College February 
18, Practitioners’ Association Manitoba 
was formed. Dr. Quentin Jacks was elected presi- 
dent and Drs. Roy Martin, Gowron, 
Keenberg, Dandenault vice-presidents. Dr. 
Anna Wilson was.elected Dr. 
Brown, treasurer. expected that the association 
will rural practitioners Manitoba. Dr. 
Quentin Jacks, Dr. Anna Wilson and Dr. Bachynski 
were choser representatives from the Manitoba 
Medical the general council meeting 
the Canadian Medical Association Toronto, June 
25. Ross MITCHELL 


New Brunswick 


The New Brunswick Branch the Canadian Cancer 
Society reported very successful year the annual 
meeting February. Three local clinics are 
now functioring. Among other officers elected, the medi- 
advisory. Board for 1948 made Dr. 
Nugent, Saint John; Dr. Melanson, Fredericton; 
Dr. Ripley, Moncton; Dr. Everett, St. 
Stephen; Dr. MacKeen, Saint John; Dr. 
Porter, Fredericton. 


- 


Canad. M.A. 


Dr. Grand Master the Grand Lodge 
New Brunswick A.F.& A.M. attended the annual 
conference Grand Masters Canada and United 
States Washington. 


Dr. and Mrs. Coffin Plaster Rock are spend- 
ing part the winter California. 


Doctors’ hobbies apparently know none the ordinary 
limitations. Recently the Campbellton Symphony Or- 
chestra gave its annual concert and usual was 
outstanding success. The director this orchestra 
Dr. Ernest Dumont Campbellton; whose efforts 
this musical endeavour over the years provide 
pleasure the large number musicians involved 
well the music lovers the North Shore. 


The annual election St. Joseph’s Hospital, Saint 
John, provided the following officers for 1948. Medical 
Board, President, Dr. Grant; Vice-president, Dr. 
Jos. Tanzman; Secretary, Dr. Sullivan; Chairmen 
Service, Surgery, Dr. Kelly; Anesthesia, Dr. 
Dr. Knoll; Pathologist, Dr. Baxter; Radi- 
ologist, Dr. Petrie. 


Dr. Kelly Saint John confined his 
home, following heart attack. His convalescence has 
been slow but some improvement has lately been reported. 

STANLEY KIRKLAND 


Nova Scotia 


The Cape Breton mining towns are the throes 
exploring possible prepayment medical schemes. The 
situation Sydney Mines and North Sydney seems 
pretty well stabilized with the check-off rate for each 
miner the doctor his choice substantially increased, 
and the contract remaining intact. other towns 
the future agreement still uncertain. Several months 
ago physicians Glace Bay stopped the issue drugs 
part the contract. Recently two representatives 
co-operative medical group St. Louis visited and 
conferred with representatives all interested groups 
this area. possible that their report will assist 
solving the present situation which does not appear 
satisfactory either the workmen the doctors. 


The neuro-surgical clinic now operation the 
Victoria General Hospital, Halifax, under the direction 
Dr. Stevenson, formerly Hamilton, Ontario. 


The Department Public Health the Province 
will shortly possession second mobile chest 
x-ray unit for mass radiography. This piece equip- 
ment will the most modern obtainable and will carry 
with its own generating unit. conjunction with the 
Nova Scotia Tuberculosis Association, radiological 
will arranged all over the Province, and persons 
all age groups will x-rayed. suitable will 
accompany the unit. 


Dr. Grant, Dean Medicine, Dalhousie Univer- 
sity, recently attended the Conference Medical Educa- 
tion and Curriculum, held Chicago. SCAMMELL 


Ontario 


The Board Directors the Ontario Medical 
Association met Toronto January and and 
plans were made for the forthcoming annual sessions: 
Meetings Council will held Toronto, May 
and for the discussion business affairs. The 
annual business meeting the Association will 
held the time the Canadian Medical Association 
meeting and will take the form luncheon meeting 
Thursday, June 24, 


The Board accepted application, 
signed 180 general practitioners, for the establish- 
ment Section General Practice within the 
Association and forwarding this petition Council 
for decision. CAMERON 


Professor Edwin Robertson, Professor Ob- 
stetrics and Gynecology, Queen’s University, Kingston, 
chairman this year the American Society for 
the Study Sterility. The fourth annual session 
held June and the Congress Hotel, 
Chieago. The first day there will series panel 
and papers male infertility, the 
second day discussions female infertility will 
held. 


Dr. Joseph Sommers has announced the opening 
his office for the practice radiology Bloor Street 
and Madison Avenue, Toronto. 


the annual meeting the Defence Medical As- 
sociation, M.D. No. Branch, the following officers 
were elected for 1947-48: President, Col. Brown; 
First Vice-president, Lieut.-Col. Ewart; Second 
Vice-president, G./C. Clark Noble; Secretary-Treas- 
urer, Lieut.-Col. Parks. The Executive Council 
consists the following: R.C.A.M.C., Lieut.-Col. 
Dickson and Lieut.-Col. Boyden; R.C.N.V.R., 
appointed later representatives the R.C.N.V.R.; 
G./C. Arthur Kelly; R.C.D.C., Major Alexander 
Roger. 


Shadow Brook Health Foundation has been granted 
license private sanitarium for the treatment 
and psychoneurosis. situated four 
miles north Toronto. Any physician certified 
specialist the Reyal College Physicians and 
Surgeons Canada neurology, psychiatry in- 
ternal medicine invited participate the treat- 
ment his her patient while the care the 
Foundation. Dr. Bell, who secretary the 
section Industrial Medicine the Ontario Medical 


Association the medical ‘director. 


The Faculty Medicine the University 
Toronto offers advanced refresher courses medicine, 
surgery, and and gynecology, with teaching 
anatomy, physiology and pathology, from September 
October 23, LILLIAN CHASE 


Prince Edward Island 


The Maritime Blue Cross Society are presently em- 
barking program sell medical-surgical-obstetrical 
hospital the people this Province. This 
step has been taken the invitation and after consulta- 
tions with the Prince Edward Island Division the 
Canadian Medical Association. The Economics Com- 
mittee the Medical Society have given considerable 
study this problem, and view the smallness 
our population and our position, was felt that this plan 
was more feasible than one sponsored the Medical 
Society. 


Interest rheumatism and allied conditions has been 
greatly stimulated the report Drs. Moyse and 
Keeping the meeting the Canadian Rheumatic 
Society they attended Ottawa October. Their report 
was presented special meeting held December. 
consisting Dr. Moyse, Dr. Keeping and 
Dr. MeMillan was appointed arrange for 
program rheumatism control. This committee has 
met, and has discussed plans for future activities. 
planning inaugurate the program May with 
symposium arthritis, Dr. Wallace Graham has con- 
sented come and address this meeting. 
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Tentative plans are under way set Cancer 
Clinic this Province under the joint spon- 
sorship the Provincial Department Health and 
Welfare and the P.E.I. Division the 
ing discussion which Dr. Blair, President the 
Canadian Cancer Foundation had with the Minister 
Health and representative the Society, plans were 
drawn and discussed meeting the Society, 
and forwarded the Department Health for con- 
sideration. The committee charge this work con- 


Quebec 


Annual Meeting—Quebec Division, C.M.A.—The Que- 
bee Division the Canadian Medical Association will 
hold its annual meeting Sherbrooke, Que. April 
and 24. full program has been arranged, including 
papers Dr. Wilder Penfield, Dr. Fred Smith, Dean 
the Medical Faculty McGill, Dr. Paul David 
Montreal, Dr. Groleau Sherbrooke several 
others. Dr. Kelly, Assistant General Secretary 
will also present. feature will clinico-patho- 
logical conference with case for diagnosis. prize 
for the correct diagnosis will donated the com- 
mercial exhibitors. excellent exhibition has been 
arranged the New Sherbrooke Hotel, and large 
attendance expected. 


McGill University planning set free diag- 
nostic for cancer, and special committee has been 
formed under the chairmanship Dr. John Fraser 
investigate the possibilities the plan. The proposed 
will not undertake any responsibility for the treat- 
ment patients, its function being defined assume 
the responsibility, free charge, for the diagnosis 
All patients will referred the teaching 
hospitals, which are already very much interested the 
problem. The special committee has been asked define 
the organization, and function such cancer clinic, 
including its relations the teaching hospitals, and 
report the cost the space and equipment required. 
The committee will also advise the Board Governors 
the University regard the appointment the 
Director the clinic. The Dean the Faculty 
Medicine, Dr. Frederick Smith, has been appointed 
the committee, and the following members have been 
chosen represent the hospitals: Dr. Dudley Ross, 
chairman the Medical Board the Children’s 
Memorial Hospital; Dr. Birchard, chairman the 
Medical Board the Montreal General Hospital and Dr. 
John MacMillan, chairman the Medical Board 
the Royal Victoria Hospital. 


virtue amendments the Quebec Medical Act 
made Bill which Dr. Gatien, N.U., Maison- 
neuve, has before the Legislature, and awaiting attention 
committee, the Quebec Medical Board, which controls 
the medical profession the province behalf the 
College Physicians and Surgeons, will have the right 
classify its members their right call them- 
selves specialists various branches. The amendments 
provide for the necessary examinations permit issue 
the specialist’s certificates, and also punishment for 
those calling themselves specialists. 

Other changes deal mainly with admission the study 
medicine. regards specialization, power given 
the board make repeal amendment and execute by- 
laws providing for the organization system 
classification physicians, who their training, 
specialized studies, qualifications, are may special- 
ists branch either medicine, surgery obstetrics, 
and the board may especially such by-laws: (a) de- 
fine the various clauses medical specialists; (b) 
determine the qualifications required recognized 
specialist; regulate the mode nomination 


vol. 


specialists, well the procedure follow obtain 
such nomination and provide for the repeal thereof; 
determine the titles designations which may used 
the various classes specialists and prohibit the use 
thereof any physician not being holder specialist 
certificate; demand fees for passing the required 
examinations, registration and specialist’s certificate. 

Any physician describing himself specialist when 
not may brought before the council discipline, 
and fined from $100 $1,000 suspended dis- 
missed. 


Philippe Panneton été élu président 
Canadienne-frangaise. 


‘‘Sherbrooke Hospital’’ recu gouvernement 
provincial une garantie annuelle $30,000 pour ans, 
maison gardes-malades. 

médical 1’H6tel-Dieu Chicoutimi. 


Roger Dufresne, professeur agrégé 1’Univer- 
Montréal, nommé récemment chef-adjoint 


tenue janvier dernier, Richard Gaudet 
Sherbrooke été élu président cette corporation pour 
l’année 1948. Les Drs Jean Saucier Gustave Lacasse 
ont été élus vice-présidents. Roma Amyot été 
réélu rédacteur chef. J.-A. Vidal demeure 
JEAN SAUCIER 


Saskatchewan 


The following physicians, having served continu- 
ously for forty years the Province Saskatchewan, 
have been granted their Senior Life Membership. They 
are Drs. Holmes and MacKay, Saska- 
toon, Dr. Leask, Moose Jaw, Dr. 
Smeaton, and Drs. Middleton, Munroe, 


December, 1947, elections were held Medical 
new Council is: Dr. Sutherland, Tisdale, Dr. 
son, Saskatoon, Dr. Houston, Yorkton, Dr. 
Moose Jaw, Dr. McCusker, Regina, Dr. 
Moosomin. The annual meeting the Council elected 
Vice-president and Dr. McCusker 2nd 
Vice-president. With Dr. Houston Past-president, 
these men will become the Executive for the year. 


The 1948 Saskatchewan Medical Convention will 
held Saskatoon the Bessborough Hotel, October 
and Tuesday, Wednesday and Thursday. 


Plans are underway have about nine meetings 
the rural parts the Province during May. Arrange- 
ments are being made for speakers well business 
affecting the profession. 


well-attended business meeting the Regina and 
District Medical Society was held the Regina Gen- 
eral Hospital February 17, o’clock. Dr. 
May presided the absence the President, Dr. 
MacRae, and Dr. Bradley acted Secretary. 


_This was business meeting only and opened with 


Dr. the elected Councillor for the 
region, giving his report council business for the 
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New 


PROCAINE PENICILLIN-G 


Clinical trials with this new form injectable 


penicillin have shown the following advantages: 


More prolonged blood levels. 


Freedom from pain site injection. 


risk painful nodules such are formed 


unabsorbed beeswax. 


Increased ease administration. 


released shortly both single and 
multiple dose vials. Literature outlining 
clinical results and directions for use 


will sent request. 
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past several months. The report dealt with the 
negotiations for the old age pension scheme for 1948, 
and the 1947 contract schedule fees and how 
stood the present time, also the recent meeting 
with the Government concerning proposed amendments 
the Medical Profession Act. Dr. Mott, Chair- 
man the Health Services Planning Commission, and 
Dr. Rosenfeld, also with the Commission, were 
present answer questions. 


meeting the Prince Albert and District Medi- 
eal Society the form supper meeting the 
Avenue Hotel was held February The main 
speaker was Dr. Schwager, Saskatoon, who 
presented paper the modern substances used 
the treatment blood disorders. Dr. Ferguson, the 
Registrar, gave résumé College affairs. 


Interesting statistics from Saskatchewan include 
that the 602 medical men the Province 501 are 
actual practice and 241 practice cities. The 
medical men institutional administrative posi- 
tions, and who are semi-retirement practice 
across the borders the Province are not included 
the 241 urban practitioners. FERGUSON 


General 


The American Association for the Study Goitre 
meeting Toronto the King Edward Hotel, May 
This promises one the best meetings the 
Association has ever had. Work radio-active iodine 
will summarized, and the value and dangers the 
goitrogenic group drugs. Apply Dr. Lock- 
wood, 300 Bloor St. E., Toronto. 


The American Society for the Study Sterility 
holding its Fourth Annual National Session June 
and 22, 1948, the Congress Hotel Chicago. The 
two-day program will divided into special series 
panel discussions male infertility, with papers 
read female and miscellaneous infertility aspects 
the second day. The chairman this year Professor 
Edwin Robertson, Chairman the Department 
Obstetrics and Queen’s College, Ontario, 
Canada. Additional information may obtained from 
the secretary, Dr. John Haman, 490 Post Street, San 
Francisco California. 


International Congress Mental Health, London, 
England, August 21, 1948. The Congress will 
consist three International Conferences: (1) Child 
psychiatry. Theme: personality development its indi- 
vidual and social aspects with special references ag- 
gression. (2) Medical psychotherapy. Theme: guilt 
(these two Conferences will run concurrently from 
August 14). (3) Mental hygiene. Theme: mental 
health and world citizenship (from August 21). 
This Conference will form the major part the pro- 
gram. The following subdivisions the general theme 
will the main topics consecutive days: problems 
world citizenship and good group relations; (b) the 
individual and society; (c) family problems and psycho- 
logical disturbance; (d) planning for mental health; 
organization, training, propaganda; mental health 
industry and industrial relations; concluding 
session and summaries. This Conference sponsored 
the International Committee for Mental Hygiene. 
Membership open trained workers mental health 
and related subjects and members recognized 
organizations connected with such work. 


Canadian Society Laboratory Technologists.—The 
twelfth annual convention the Canadian Society 
Laboratory Technologists will held Hamilton, Ont. 
May and 22, 1948, University. Guests 


will welcome the scientific sessions, which papers 
and scientific movies will presented, and the 
exhibits latest scientific interest the lines medi- 


eal technology. For further information, write Miss 


Helen Smith, Secretary, Canadian Society Labora- 
tory Technologists, 294 Barton St. E., Hamilton, Ontario. 


The British Association Plastic Surgeons has 
decided issue official journal known the 
British Journal Plastic Surgery. This issued 
quarterly under the editorship Mr. Wallace 
Edinburgh assisted committee such outstanding 
Professor 


Marcel Blanchaer, M.D., graduate 
Queen’s University amongst the group Scholars 
Medical Science appointed the John and Mary 
Markle Foundation. devote the next five years 
teaching and research biochemistry. The grant for 
the scholarship amounts $5,000 annually for years 
and made the University Manitoba. 


The Medical Library Association celebrates this 
vear the fiftieth anniversary its founding and the 
annual meeting will held Philadelphia, May 
30; the headquarters will the Hotel Warwick. 
The commemoration the Association’s founding 
Philadelphia 1898 has prominent place the 
program with address ‘‘The History the 
Association’’, Dr. Archibald Malloch, New York 
Academy Medicine; ‘‘The Medical Library Associ- 
ation and Medicine’’, Dr. Chauncey Leake, 
University Texas; and ‘‘The Medical Library As- 
sociation Faces the Future’’, the President, Mrs. 
Eileen Cunningham, Vanderbilt University School 
Medicine Library. The Speaker the annual 
dinner May will Dr. Perry Pepper 
the University Pennsylvania. Group meetings will 
held discuss practical library problems and these 
with the business sessions and social functions should 
make the three-day convention attractive all who 
are interested the work and development medical 
libraries. 


The Areal Meeting the American Academy 
Pediatrics will held the Hotel Schroeder, Mil- 
waukee, Wis., June 30, 1948. Members state 
medical societies are welcome attend. The regis- 
tration fee will $5.00 for such non-members to- 
gether with $5.00 registration for which each regis- 
trant receives ticket the banquet, making total 
registration fee $10. Interested members the 
Canadian Medical Association are invited attend 
the same terms. 

Registration may made ahead time writ- 
ing Dr. Grulee, Secretary-Treasurer, American 
Academy Pediatrics, 636 Church Street, Evanston, 
enclosing cheque for $10, registration may 
the time the meeting. 


Income Tax.—Many doctors may recall the arrange- 
ment made the Ontario Medical Association with 
the Department Dominion Income Tax some few 
years ago, whereby Mr. Callaway the Toronto 
Tax Staff was enabled deliver series 
addresses branches the Ontario Medical Associa- 
tion throughout the Province Ontario Business 
Methods the Profession’’. the occasion these 
addresses, Mr. Callaway explained simple bookkeep- 
ing system which was especially prepared, with the 


the Commissioner Income Tax, for 


the use doctors. The value the system was 
amply proved that the author put into book form 
which copyrighted under the title Doctor’s Simplex 
The book well known many and the 
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Picture the 


progress 


Photographs venous pattern cirrhosis the liver with ascites, before and 
after treatment. Taken Kodak Infrared Film with Kodak Wratten No. Filter. 
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...with photograph...after photograph 


Sound practice—this. Records enriched with 
black-and-white photographs (including infra- 
red) highlighting significant cases are 
strength diagnosis...a vital adjunct 
teaching and training programs. 


HEY EASY make, too. photographs 

like these with black-and-white Kodak 
Sheet Film. 

Easy Kodak offers 
film many speeds, contrasts, and kinds 
color sensitivity that the user able 
select just the type for every specific purpose. 

For example: Take Kodak Super Panchro- 
Press Film, Type B—fully 
with high speed, fine grain, and good high- 


Serving medical progress through Photography and Radiography 


TRADE-MARK 


light separation; Kodak Infrared Film— 

specially sensitized infrared radiation... 

each designed for special purpose. For 
further information about these and other 

Kodak Films, see your nearest photographic 

dealer write Canadian Kodak Co., 

Limited, Toronto Ontario. 


Other Kodak products for the 
medical profession 


X-ray films; x-ray intensifying screens; x-ray process- 
ing chemicals; electrocardiographic film and paper; 
cameras—still and motion picture; projectors—still 
and motion picture; photographic films—color; pho- 
tographic papers; photographic processing chemi- 
cals; printers and enlargers; synthetic 
organic chemicals; Recordak products. 
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demand has been such that the supply now ex- 
hausted. The author has recently completed arrange- 
ments with Messrs. Co. Limited, 388 Yonge 
Street, Toronto, publish further supply which 
should available within the next few weeks. 


The Department National Health and Welfare 
has arranged for inoculation against yellow fever for 
those planning travel areas where the disease 
endemic epidemic. Centres for this inoculation and 
valid international certificates have been arranged for 
the nine leading cities Canada. 


Canadian Public Health Association.—The thirty- 
sixth annual meeting the Canadian Public Health 
Association will take place Hotel Vancouver Van- 
May 20. Conference chairman Dr. 
Amyot, British Columbia Deputy Minister Health. 
The Washington State Public Health Association will 
act co-host. Canadian and American public health 
workers and all medical and nursing personnel are 
cordially invited attend the conference. 


The International Society Hematology will hold 
its bi-annual meeting the Hotel Statler Buffalo, 
New York, August 26, 1948. 


All sessions and exhibits will open 
scientists interested hematology. This will, course, 
include members the medical profession 
branches science dealing with hematology, such 
biochemistry, biophysics, genetics, immunology, etc. 


Those interested attending the meetings may com- 
municate with Dr. Sol Haberman, Secretary, The William 
Buchanan Blood Centre, Baylor Hospital, Dallas, Texas. 


BOOK REVIEWS 


Water Supply and Sewerage. Ernest Steel, for- 
merly Professor Municipal and Sanitary Engi- 
neering Agricultural and Mechanical College 
Texas. 666 pp., illust., 2nd ed. $6.00. McGraw-Hill 
Book Co., Ine., New York, 1947. 


Since the prefacé this volume states that 
primarily written for operators water works and 
sewerage works, city engineers, practising engineers and 
others who have more less contact with the problems 
sanitary engineering, will seen once that its 
chief value will for these particular officials, and for 
them the contents are exceedingly practical, complete 
and date. Where Health Department has under 
its immediate control the services sanitary engineer, 
this volume should invaluable, but where these services 
are under separate control, only limited part this 
work would interest Health Department. 
Chapter VIII dealing with the quality water supplies 
sources contamination; Chapter XIV 
dealing with liability from damage caused sewage and 
Chapter XXIX dealing with various nuisances caused 
sewage, are the Chapters most value such 
Health Department. For the ordinary medical practi- 
tioner there would practically incentive add the 
volume medical library. 


Artificial Pneumothorax Pulmonary Tuberculosis. 
Heaton, Chest Clinician, Toronto Western Hos- 
pital; and Christie Street Hospital, Toronto. 292 
illust., 2nd Macmillan Co. Can- 
ada Ltd., Toronto, 1947. 


Artificial pneumothorax has had wide vogue the 
treatment pulmonary tuberculosis since the turn 
the century and particularly during the past two decades. 


many conflicting reports have been published, 
and many aspects its action, indications, and re- 
sults are even today poorly understood that well 
for the practitioner have his disposal honest 
synopsis the known facts concerning pneumothorax. 
This book fills this need quite adequately. The chapter 
the history artificial pneumothorax interesting 
even example how valuable therapeutic meas- 
ure has fight not alone the wiles disease but the 
prejudices and apathy medical men for survival. The 
respiratory dynamics are well discussed, and the sensible 


suggestion made that, order encourage the re- 


expansion collapsed lung empyema, prolonged 
inspiration rather than expiration indicated. 
The complications pneumothorax treatment are well 
discussed and Betts’ useful apparatus for the manage- 
ment tension pneumothorax described. the 
opinion the present reviewer the danger maintain- 
ing pneumothorax the presence pleural adhesions, 
and pleural effusion not sufficiently boldly emphasized 
for the inexperienced. treating the indications for 
pneumothorax account taken the site the 
disease the lung. This regrettable, because the 
experience recent years has shown that while pneumo- 
thorax remains the treatment choice for the 
moderately advanced lesion the upper zone, the 
simpler procedure phrenic interruption with pneumo- 
peritoneum often more effective for similar lesions 
the lower and middle zones. 


Blood Pressure and its Disorders Including Angina 
Plesch, formerly Professor Internal 
Medicine the University Berlin. 307 pp., 
illust., 2nd ed. $5.25. Tindall Cox, 
London; Macmillan Co. Canada, Ltd., Toronto, 
1947. 


This the second edition book first published 
1944. the main extensive discussion the 
ideas based upon experimental 
and theoretical considerations. Plesch draws upon 
large background physiological knowledge, amplifies 
this observations made with his recording instrument, 
the tonoscillograph, and puts forward practical clinical 
applications. The point view throughout Conti- 
nental and the references are for the most part drawn 
from European medical literature. The idiom difficult 
follow and the line thought and presentation 
times strangely confused. Apart from its novelty 
difficult see what value this book can have for English- 
speaking readers. While there considerable clinical 
acumen shown some particulars, the basic concepts, 
the clinical approach and the therapeutic recommenda- 
tions are such variance with established medical teach- 
ing and practice almost bizarre times. Just 
why angina pectoris should considered disorder 
the blood pressure not clear, and the discussion 
this disorder and particularly the treatment advised 
leave the reader completely confused, not say con- 
founded. Probably the best indication the doubtful 
validity the author’s ideas be.found section 
the Appendix the book advocating immunization 
and cure variety conditions auto-vaccination 
with injection the patient’s urine. 


Colour Atlas Hematology. Roy Kracke, Dean 
and Professor Clinical Medicine, Medical College 
Alabama, Birmingham, Alabama. 204 pp., illust. 
$5.00. Lippincott Co., Philadelphia and 
Montreal, 1947. 


This volume manual hematology for medical 
students, laboratory technicians and general practitioners 
medicine. The text little more than glossary 
hematological terms with brief explanation each. 
Four pages are devoted the bone marrow. There are 
only references the entire volume. The many 
coloured illustrations are excellent. 
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Three COMBINED ANTIGENS 
Now General Use 


DIPHTHERIA TOXOID and PERTUSSIS VACCINE (Combined) 


Diphtheria toxoid high degree potency combined with pertussis 


vaccine for the prevention diphtheria and whooping cough. 


DIPHTHERIA TOXOID, PERTUSSIS VACCINE and TETANUS TOXOID (Combined) 


Diphtheria and tetanus toxoids combined with pertussis vaccine for 


the prevention diphtheria, whooping cough and tetanus. 


DIPHTHERIA TOXOID and TETANUS TOXOID (Combined) 


diphtheria and tetanus toxoids indicated for 
primary immunization school children adults, for administering 
recall doses school children previously receiving full course injections 


combined diphtheria toxoid, pertussis vaccine and tetanus toxoid. 


DOSAGE 


Three doses cc. 
monthly intervals and 
reinforcing dose 
cc. after interval 
least three months. 


HOW SUPPLIED 


For the inoculation one child—Package containing Four 1-cc. Ampoules. 


For group nine children—Package containing Sia 6-cc. Ampoules. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 


University Toronto Toronto Canada 
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Conference Metabolic Aspects Convalescence, 
June 10-11, 1946. Edited Reifenstein, 
Jr., Massachusetts General Hospital, Boston. 232 
pp., illust. $2.00. Macy, Jr. Foundation, 
New York, 1947. 


Conference Metabolic Aspects Convalescence, 
November 12-13, 1946. Edited Reifenstein, 
Jr., Massachusetts General Hospital, Boston. 190 
$2.25. Josiah Macy, Jr. Foundation, 
New York, 1947. 


These reports contain wealth material many 
aspects the metabolism convalescence. not 
necessary review them here detail. the Trans- 
actions the Thirteenth Meeting, there complete 
list the subjects discussed the previous meetings. 
The volumes may purchased from the Josiah Macy 
Jr. Foundation which sponsored the conferences. The 
are not intended for the general practitioner but woul 
extremely valuable those engaged the study 
nutrition, biochemistry, endocrinology and experimental 
medicine and especially those with problems concerning 
the metabolic aspects convalescence. 


Fundamentals Immunology. Boyd, Associate 
Professor Biochemistry, Boston University, School 
Medicine. 503 pp., illust., 2nd ed. $6.00. Inter- 
science Publishers, Inc., New York, 1947. 


Following the recent war there have been new ideas 
diagnosis and treatment interest all departments 
medicine. This particularly true the developing 
specialty immunology, and Dr. Boyd has incorporated 
these ideas the second edition this book which was 
well received when first appeared. The book con- 
tains much practical information for the general practi- 
tioner, and for the allergist specialist the field 
immunology the book should prove helpful reference. 
is, course, primarily written for students and re- 
search workers. The preparation vaccines, toxins and 
toxoids are clearly explained; the interesting chapter 
allergy discusses anaphylaxis differentiating from al- 
lergy, while all typical allergic conditions are reviewed. 
The complement fixation principle thoroughly ex- 
plained and discussion its application diagnosis 
disease other than the Wassermann test made. The 
four classical groups blood grouping are detailed with 
special emphasis the factor, simplifying the 
present confusion due the American and English 
nomenclature. The book concise possible, the 
covering large field. well arranged and Dr. 
Boyd has drawn the assistance the specialized 
knowledge his friends and 


Lectures Psychoanalytic Psychiatry. Brill. 
300 pp. $3.50. Alfred Knopf, New York, 1947. 


This book transcript ten lectures given 
state hospital physicians. The style colloquial and 
anecdotal, sentences are short and conversational, 
which makes the book easy read. The author shows 
how psychoanalysis changed psychiatry from nar- 
row, limited study into broad science which takes 
the whole gamut human psychic development. 
raps the common belief that repression causes 
hysteria. shows that the symptom 
caused the failure repress, ‘‘No one, not even 
animal can just pleases, and certainly 
Freud and his school never advocated such nonsense. 
Every living being must and does control his im- 
concept sex was different from 
that held the average person his day; his mean- 
ing sex was the ‘‘love life’’ person, not 
necessarily restricted matters concerning genital 
union. broadened the term sex using the word, 
libido, which defined quantitative love energy 
directed object. Some people direct almost all 
their libido their work. 


Regarding psychoanalysis says, ‘‘I know that 
lots men who not believe psychoanalysis are 


nevertheless doing good work, and not want you 
think psychoanalysis cure-all. say that 
psychoanalysis the mental scientists what bacter- 
iology the physical sciences, that psychoanalysis 


given the microscope mental This 


book will useful the medical student, the nurse, 
the social worker and the general practitioner. 
rather elementary for the specialist mental dis- 
ease. covers the field psychoanalysis easily 
understood language and sprinkled with case his- 
tories and anecdotes from the author’s long, interest- 


and obviously enjoyable life among the mentally 


ill. 


Normal and Elementary Physical Diagnosis. 
Morrison, Professor Hygiene and Educa- 
tion, and Chenoweth, Professor Hygiene 
and Director the Students’ Health Service the 
University Cincinnati. 373 pp., illust., 4th ed. 
$5.00. Lea Febiger, Philadelphia; Macmillan Co. 
Canada, Toronto, 1947. 


This the fourth edition work which was 
prepared textbook for the teaching health 
students and physical instructors. Both authors are 
graduates medicine and are able use medical 
terms intelligently and appraise correctly medical 
methods. They have managed also keep balance 
between the needs the physician and those the 
beginning layman avoiding over-simplification, 
the one hand, and judicious restraint the use 
purely professional language, the other. 

Those who have been long enough medical prac- 
tice grow excusably hazy about fundamentals will 
disappointed they hope find this book 
important aid solving difficult problems diagnosis 
therapy. The answers such problems must 
still sought standard medical writings. good 
grasp the contents will, however, helpful the 
beginning practitioner who has deal with school 
children with more advanced students, for will 
thus able speak with more confidence and author- 
ity when called upon resolve the misgivings 
anxious parents about real fancied defects their 
offspring. But essentially book for laymen and 
they will find well-arranged, clearly printed, effec- 
tively illustrated and sprightly enough style 
keep reader from boredom. 


Regional Analgesia. Molesworth, Senior 
Surgeon, Royal Victoria Hospital, Folkestone. 
pp., 2nd ed. 8s. 6d. Lewis Co. 
Ltd., London, 1946. 


This edition shows few changes that very little 
comment necessary. Some fresh material has been in- 
cluded intercostal nerve block, and the Ethrington 
Wilson technique spinal anesthesia. The book 
recommended. 


Teaching Psychotherapeutic Medicine. Edited 
Witmer. 464 pp. $3.75. The Commonwealth 
Fund, New York, 1947. 


This represents attempt find answer 
problem which has given concern progressive leaders 
medicine every field, namely, that ensuring that 
the man who graduated ten, fifteen twenty years ago 
possible. the psychiatric field this problem 
one special importance, insofar that many the 
men who went through medical school one two more 
decades ago had very little instruction psychiatry, and 
that instruction, where existed, very often was given 
teachers whose familiarity with psychiatry was limited 
the type case found the mental hospital. The 
objectives this book are well summarized the 
following excerpt: (1) give the doctor feeling 
the dynamic qualities and the value the doctor-patient 
relationship. (2) introduce him broad patterns 
human motivation and the common causes and 
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TYPICAL 1945 TENSILGRAM 


ADVERTISEMENTS 


You get 30% 


GREATER STRENGTH 


Ethicon Sutures are tested for knot-pull strength 
Incline-Plane tester. Needle traces results 
tensilgram chart. 


Ethicon’s daily tests 
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ACTUAL STRETCH stectory 


VISUAL EVIDENCE IMPROVED. STRENGTH 
ETHICON’S NEW BONDED CATGUT 


Horizontal heavy lines numeral mark U.S.P. requirements for 


strength Size 00, Non-Boilable Catgut. 


SUPERIOR 


Curves show breaking points. Current production all sizes 


THOSE QUALITIES 


The crucial test suture strength just 
you tie the knot! Then strain greatest. 


this stage, efficiency action 
especially important the smooth per- 
formance the operating team. 


greater margin safety than ever 
awaits you Ethicon’s New Bonded 
Sutures. They are 30% stronger than 
sutures previously produced. 


Ethicon’s new bonding processes are 
significant factor achieving 
creased strength. 
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backgrounds emotional disturbance. (3) lead him 
think terms the relation between emotional 
disturbance and illness. (4) teach him easily under- 
standable methods therapy that can treat 
share such illness. (5) give him some knowledge 
more malignant conditions that may refer them 
specialists. 


Insofar that the book contains not only verbatim 
statement the instruction given but also record 
the questions asked those taking the course, can 
considered having advantages over those numerous 
contributions, from psychiatrists working general hos- 
pitals, which the general practitioner now finding 
his medical journals. The book may also some 
value those planning put refresher courses the 
larger centres. must stated, however, 
that the gains apparently made those taking the 
course seem limited, one must necessarily an- 
ticipate from such short period study, and that 
the main burden properly preparing the general 
practitioner deal with the human factor must remain 
with those teaching the under-graduate medical student. 


Unipolar Lead Electrocardiography. Goldberger, 
Adjunct Physician, Montefiore Hospital, New York. 
182 pp., illust. $4.00. Lea Febiger, Philadelphia; 
Macmillan Co. Canada, Toronto, 1947. 


This volume good addition the literature 
and provides well arranged and 
readable account the theory and usefulness uni- 
polar leads. The author contends that the use this 
type lead permits sounder basis 
for electrocardiographic interpretation. considers 
that these leads are particular clinical value the 
interpretation axis deviation: the interpretation 
abnormalities the wave, particularly Q3: the dif- 
ferentiation pulmonary embolism from posterior in- 
farction: the diagnosis small myocardial infarcts, 
bundle branch block, right ventricular hypertrophy: 
the interpretation abnormalities the RS-T seg- 
ments and wave. 


The first section deals with the principles elec- 
trocardiography and the origin the normal tracing. 
The construction the author’s, and that Wilson’s, 
electrode zero potential described, 
author’s ‘‘augmented’’ unipolar extremity lead. The 
second section concerned with the abnormal electro- 
Throughout the emphasis upon ra- 
tional explanation for the etiology the abnormal 
complexes the light the principles laid down 
the first section. Part the material has previously 
been published medical journals, but this not 
considered seriously impair the usefulness the 
monograph. Many the questions dealt with are 
the subject considerable debate the present 


LARGE STOCK WORKS 


all Publishers. 


books sought for and reported free charge. 


WESTCENT LONDON 


time, and while some readers may not agree- 
ment with the explanations set forth, will provide 
them with good presentation the theory and 
clinical use unipolar lead electrocardiography. 


BOOKS RECEIVED 


Differential Diagnosis Jaundice. Schiff, Associ- 
ate Professor Medicine, Department Internal 
Medicine, University Cincinnati Medical School. 
313 pp., illust. $5.50. The Year Book Publishers, 
Chicago, 1946. 


Indice Bibliografico Lepra. Volume (1-P). 
781 pp. Compiled Luiza Keffer, Bibliotecaria 
Departamento Profilaxia Lepra Sao Paulo, 
1946. 


May’s Manual Diseases the Eye. 
Charles Perera, Assistant Clinical Professor, 
College Physicians and Surgeons. 521 pp., illust., 
19th ed. $4.00. Williams Wilkins Company, 
Baltimore, 1947. 


Modern Treatment Year Book, 1947. Edited Sir 
Cecil Wakeley, Fellow King’s College, London. 
393 pp., illust. $3.75. The Medical Press, London; 
Company Canada, Toronto, 1947. 


Physical Treatment Injuries the Brain. 
Hern, charge physiotherapy department, Mili- 
tary Hospital (head injuries), 
illust. Bailliére, Tindall Cox, London; Macmillan 
Company Canada, Toronto, 1947. 


Transactions the American Association Genito- 
urinary Surgeons. Vol. xxxviii, 1946. pp. 
Published for the Association The Bruce Pub- 
lishing Company, Saint Paul and Minneapolis, 1947. 


Venereal Disease. Scott, Fellow the Royal 
Anthropological Institute. pp., 2nd ed. 3/6. 
Books, London, 1947. 


Year Book General Medicine, 1947. Edited 
Stroud, Eusterman. 784 pp., illust. 
$3.75. Year Book Publishers, Chicago, 1947. 


Year Book General Surgery, 1947. Edited 
Graham, Professor Surgery, Washington Uni- 
versity School Medicine. 734 pp., illust. $3.75. 
Year Book Publishers, Chicago, 1947. 
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